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1DENTI-CODE™  ■ “ 

(formula  identification  code,  Lil  ly)  , iSf  : 

provides  quick,  positive  product 
identification. 


Darvon 


Each  Pulvule®  contains  65  nig.  propoxyphene  hydrochloride, 
■227  mg.  aspirin,  162  mg.  phenacetin,  and  32.4  mg.  caffeine. 


Additional  inforrriation  available 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Irxlianapolls,  Indiana  46206 


700087 


when  it  counts... 

Chloromycetin 


(chloramphenicol) 
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PARKE-DAVIS 

PAKKC.  DAVIS  t COMPANY,  Otiroif,  Michigtn  4B232 

Complete  information  for  usage 
available  to  physicians  upon  request. 


tablets  & GRANULES 


LACTINEX  contains  a standardized  viable 
mixed  culture  of  l^cictobucillus  acidophilus 
and  L.  bulgaricus  with  the  naturally 
occurring  metabolic  products  produced 
by  these  organisms. 

LACTINEX  was  introduced  to  help 
restore  the  flora  of  the  intestinal  tract 
in  infants  and  adults. 

LACTINEX  has  also  been  shown  to  be 
useful  in  the  treatment  of  fever 
blisters  and  canker  sores  of 
herpetic  origin.^’^’^'^ 

No  untoward  side  effects  have  been 
reported  to  date. 

Literature  on  indications  and  dosage 
available  on  request. 

HYNSON, WESTCOTT 
& DUNNING,  INC. 


(LX03) 


BALTIMORE,  MARYLAND  21201 


'.ejerences:  (l)  Siver,  R.  H.:  CMD,  2i:109,  September 
954.  (2)  Frykman,  H.  H.:  Minn.  Med.,  35:19-27, 
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When  the  stagnant  sinus 
must  be  drained... 


Transillumination  of  the  sinuses -diffuse  shadow  on  right  side  of  face  indicates  unilateral  maxillary  sinusitis. 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


is  available  in  a variety  of  forms, 
for  all  ages: 


V8®/o  solution  for  infants 

V4%  solution  for  children  and  adults 

Vi°/o  pediatric  nasal  spray  for  children 

V2%  solution  for  adults 

V2®/o  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1®/o  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food’^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.^’-  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  witH' 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by’ 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 

Erythromycin 


700121 

S&ey 

Estolate 


( See  next  page  for  prescribing  information.) 


Ilosone*/  the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeai'ed  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  ■? 
characterized  by  increased  direct-reacting  bilirubin,  elevj 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ceph 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gluta 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and : 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has 
been  reported  in  other  patients  taking  prolonged  courses  of 
medication.  Patients  with  chronic  infection  have  been  given 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months, 
patients  with  rheumatic  fever  have  taken  prophylactic  dose 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grou] 
144  patients  who  received  the  drug  daily  for  two  years,  no  js 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  tl 
patients’  families,  who  were  not  taking  the  drug,  had  epis< 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  v 
determined  in  a group  of  fifty-four  adults  and  children  who  )| 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months, 
rheumatic  fever  prophylaxis.  The  results  were  compared  tp 
those  of  a similar  group  of  forty-four  patients  who  received  { 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Eleva 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  coi 
of  treatment  was  observed  in  one  patient  treated  with  Ilos 
and  in  two  patients  treated  with  penicillin.  Seven  other  path 
in  the  group  receiving  Ilosone  and  four  others  in  the  penid; 
group  showed  elevations  in  one  of  the  tests  at  some  time  dur 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  ■« 
reported  in  102  pediatric  patients  who  received  short-term  (1 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  in;l 
tions.  Results  of  liver  function  tests  in  these  patients  were  ci: 
parable  to  those  in  a similar  control  group  who  had  receil 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic 
fects  are  observed  in  a small  proportion  of  individuals  as  a rei 
of  a local  stimulating  effect  of  the  medication  on  the  aliments 
tract;  however,  the  normal  intestinal  gram-negative  bactdi 
flora  is  not  appreciably  altered  by  erythromycin  drugs.  jf 

Although  allergic  manifestations  are  uncommon  with  the|j 
of  erythromycin,  there  have  been  occasional  reports  of  urticaiil 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

) 

Administration  and  Dosage:  Ilosone  is  administered  orally.  I 
Ilosone  Pulvules®  '■'! 

Ilosone  Chewable  Tablets  I 

Ilosone  Drops  ' 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  b(|j 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  j 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hoi;:| 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  2'i 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dos!  j 
of  Ilosone  is  250  mg.  every  six  hours.  ' 

For  severe  infections,  these  dosages  may  be  doubled.  ' 

When  larger  doses  are  indicated,  parenteral  erythromyi 
therapy  should  be  considered. 


In  the  treatment  of  syphilis,  the  recommended  total  dosagd 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftd 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythi 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages! 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pi! 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  : 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinati 
before  receiving  antibiotics,  and  monthly  serologic  tests  shot 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  n 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  basi 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-c 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivale 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R. : Am.  J.  M.  Sc..  2^7.-69,  19 

2.  Griffith,  R.  S..  and  Black,  H.  R. : Antibiotics  & Chemother.,  12;398,'  19 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  2^9.198,  1960 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  4.6206. 
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2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors wiU  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  im- 
used  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  wiU  be  supplied  to  the  author  at  printing  cost. 


“The  Doctor” 

The  automobile  industry  has  had  its  Nader. 
The  medical  profession  now  has  Martin  Gross. 
Both  have  used  the  identical  approach;  they 
wrote  a highly  critical  book. 

Martin  Gross’s  book  is  titled  “THE  DOGTOR.” 
It  advertises  on  its  cover  that  it  is  a penetrating 
analysis  of  the  American  physician  and  his  prac- 
tice of  medicine.  It  further  states  that  this  book 
rips  aside  the  “gauze  curtain”  of  medical  secrecy 
and  for  the  first  time  reveals  the  true  anatomy 
of  one  of  the  most  important  men  in  all  our 
lives  — the  American  doctor.  The  advertising 
further  states  that  with  reportorial  ingenuity  and 
thoroughness,  the  author  of  “THE  BRAIN 
WATGHERS”  weighs  physicians  and  finds  them 
scientifically  and  philosophically  wanting. 

The  book  is  worth  reading  if  for  nothing  more 
than  idle  curiosity  concerning  incidents  that 
might  have  happened  to  any  of  us,  and  to  gain 
some  insight  into  the  dissolution  of  which  some 
physicians  are  capable.  Mr.  Gross  is  also  worth 
seeing  on  television  — this  actually  has  to  be 
seen  to  be  believed.  He  has  appeared  previously 
and  probably  will  again. 

The  way  to  “make  a living”  these  days  is  to 
take  a subject,  any  subject,  as  long  as  it  happens 
to  be  well-known  to  all  of  us,  and  write  some- 
thing critical  about  it.  Pay  no  attention  if  some 
facts  are  exceptions;  write  it  anyway.  Then  sell 
it  as  a survey. 

Now  you’re  an  expert!  So  what  do  you  have 
to  lose? 

Roland  F.  Schoen,  M.D. 

Editor 
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It  works 


New  from  Du  Pont 

Symmetrel' 

(Amantadine  HCl) 


The  first  oral  chemical  virostat  for  the  prevention  of  influenza  .kz 


Protein  shell  enclosing 
the  core  of  nucleic 
. acid  (RNA) — artist’s 
representation 


- 


Influenza  virus 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  Ag  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  Ag  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  Ao  (Asian). 


What  is  Symmetrel®?  "Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HCl)  means  to  you 

. . . the  first  and  only  oral  chemical  agent  to  prevent  influenza  Ao  (Asian). 

. . . not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent. 
. . . unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions. 

. . , specifically  active  against  all  influenza  A^,  viruses  tested  to  date. 

...not  indicated  for  the  prevention  of  inlluenzal  or  respiratory  illness  other  than  influenza  A^  or  for  the 
treatment  of  established  disease. 

...does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

...possible  immediate  influenza  A-j  protection  when  taken  following  suspected  contact. 

. . . may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A2  is  especially  hazardous. 

...  a high  degree  of  safety  in  clinical  use. 

. . . simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


VACUOLE 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


Our  current  knowledge  leads  us  to  believe  "Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration,  j 
Shown  here  in  a greatly  enlarged  section,  "Symmetrel” — located  at  the  cellular  membrane — effectively  prevents  | 
(blocks)  virus  penetration.  Thus,  "Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat  f 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus  * 
invasion  of, animal  cells  {tissue). Artist’s  conception  based  on  current  scientific  knowledge.  j 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Haff,  R.  F.;  and  Goldsby,  | 
R.  A.,  Journal  of  Bacteriology  90,623  (1965).  i 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 


Indications:  “Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  Ao  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  A2. 
“Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons.  . y. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  “seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  “Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  bqen  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.  of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HCl. 


(MD 


Symmetrel* 

(Amantadine  HCl) 


A molecular  barrier  to  virus  penetration 


fluocinoione  acetonide  — an  original  steroid  from 


SYNTEXS 

laboratories  INC..  PALO  ALTO,  CALIF. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


leo-Synalar 

ocinolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.'  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin— combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacillP  that  often 
colonize  and  thrive  on  abraded  skin.' 

A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions:  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders,  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  P:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins, 
1963,  p.  111. 
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infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


SIresscans 

Stress  Formula  Vitamins  Lederle  ML 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

626-6-3612 


Each  capsule  contains; 

Vitamin  Bi  (as Thiamine  Mononitrate)  10  mg 
Vitamin  (Riboflavin)  10  mg 

Vitamin  B6  (Pyridoxine  HCI)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


ECONOMICAL! 


cream  and  ointment 


Additional  information  available  to  physicians  upon  request, 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 

600811 


18 


Arizona  Medicine 


ORIGINAL  ARTICLES 


Squamous  Cell  Carcinoma  of  the  Upper  Rectum 


Squamous  cell  carcinoma  of  the  rectum  and  rectosigmoid  is  a rare  lesion. 
A brief  review  of  the  literature  is  presented,  together  with  a case  report. 


Squamous  cell  carcinoma  of  the  rectum  is  a 
rare  lesion  that  has  been  reported  oecasion- 
ally  in  the  world  literature.  Aeeording  to  Kerr/ 
this  type  of  lesion  is  not  unusual  in  organs  where 
columnar  epithelium  is  normally  found,  and  on 
which  an  adenocarcinoma  would  be  the  type  of 
malignancy  expected  to  occur.  He  explains  this 
occurrenee  by  the  proeess  of  metaplasia,  where 
the  regenerative  cells  under  normal  cireum- 
stanees  produee  columnar  epithelium,  would  in- 
stead produee  squamous  epithelium.  Several  in- 
stanees  are  reported,  and  Kerr  reports  one  case 
in  his  series,  ( 1941 ) . In  this  ease  the  lesion  was 
loeated  in  the  sigmoid.  Catell  and  Williams  in 
1943,^  report  on  epidermal  carcinomas  of  the 
anus  and  rectum  in  the  Lahey  Clinic.  One  of 
their  patients  had  an  epidermoid  lesion  of  the 


From  the  Departments  of  Surgery  ® and  Gynecology  f Phoenix 
Baptist  Hospital 


rectosigmoid.  The  patient  had  a two  stage 
Lahey  resection  of  the  rectum  and  was  alive 
three  years  and  four  months  after.  The  tumor 
was  histologically  a Grade  III,  and  show- 
ed invasion  of  the  blood  vessels.  Keys  in  1944,® 
reports  on  40  patients  with  squamous  eell  ear- 
einoma  of  the  anus  and  rectum.  Of  these  pa- 
tients, he  singles  out  one  ease  of  squamous  eell 
earcinoma  arising  in  the  reetum.  He  feels  that 
when  a carcinoma  of  this  kind  appears  above 
the  dentate  line  it  may  be  due  to  a reversion  by 
the  high  cylindrieal  cells  of  the  intestinal  mueosa 
to  an  embryonal  form  which  is  capable  of  dif- 
ferentiation to  a squamous  cell  carcinoma.  One 
tumor  in  this  series  had  both  squamous  eell  and 
adenoearcinoma  in  a lesion  of  the  descending 
eolon.  This  patient  was  a woman  of  32  years  of 
age.  The  patient  had  no  metastasis  at  the  time 
of  surgery,  but  postoperatively  had  recurrence. 
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and  died  21  months  after  the  first  operation. 
It  is  to  be  noted  that  in  all  series  studied  for 
this  presentation  the  tumor  was  most  frequently 
found  in  women.  Dixon  et  ab  from  the  Mayo 
Clinic,  report  on  the  Proceedings  in  1954,  a case 
of  squamous  cell  carcinoma  of  the  mid-rectum. 
This  case,  also  a woman,  had  a two  stage  abdom- 
inal resection.  In  their  report  they  refer  to  the 
fact  that  five  cases  of  squamous  cell  carcinoma 
have  been  reported  above  the  dentate  line  in 
the  25  years  before  the  report.  They  feel  that  this 
lesion  metastasises  rapidly,  and  in  this  case,  a 
lesion  the  size  of  a pea,  had  adready  metasta- 
sized by  way  of  the  lymphatic  vessels.  Zirkin 
and  McCord^  (1963),  report  a squamous  cell 
carcinoma  of  the  rectum  complicating  ulcerative 
colitis.  In  1,000  cases  of  rectal  cancer  reviewed 
by  Dukes®,  only  one  was  squamous  cell,  and  it 
originated  below  the  dentate  line.  This  patient, 
a woman,  34  years  old,  had  a 10  year  history  of 
ulcerative  colitis.  The  lesion  was  5 cm  above  the 
anal  area.  An  abdominoperineal  resection  was 
performed. 

This  paper  is  in  reference  to  a case  of  squam- 
ous cell  carcinoma  of  the  rectum  appearing  about 
12  cm  above  the  anus,  in  a 37  year  old  white 
female. 

Case  Report:  B.  C.  was  first  seen  on  July  9, 
1965.  Her  chief  complaint  was  chronic  consti- 
pation and  intermittent  rectal  bleeding  of  six 
months  duration.  In  February  of  1965,  she  was 
examined  by  a proctologist.  A diagnosis  of 
hemorrhoidal  bleeding  was  made  following  proc- 
toscopic examination  and  the  patient  was  treat- 
ed symptomatically.  At  the  time  she  was  seen 
by  us,  on  rectal  examination  a mass  was  felt  at 
the  tip  of  the  finger.  The  following  day  the  mass 
was  visualized  proctoscopically  and  a biopsy 
was  taken.  The  tissue  was  reported  as  inflam- 
matory and  non-specific.  She  was  admitted  to 
the  hospital  on  July  12,  1965,  for  further  evalua- 
tion. Systemic  review  was  essentially  negative. 
There  was  no  history  of  pain,  weight  loss,  geni- 
tourinary, or  gastrointestinal  complaints.  Her 
medical  history  included  a T & A as  a child,  the 
usual  childhood  diseases,  and  four  full  term  preg- 
nancies, all  without  complications.  The  last  preg- 
nancy occurred  7 years  ago.  She  has  no  known 
allergies,  and  does  not  smoke  nor  drink.  Physical 
examination  on  admission  revealed  a well  de- 
veloped, well  nourished  white  female.  Blood 
pressure  120/74,  temp.  99,  respirations  16,  pulse 
80,  weight  105  lbs,  height  5’2”.  Examination  of 


KENT  within  normal  limits,  heart  and  lungs 
negative,  lymph  nodes  not  palpable.  Abdominal 
examination  revealed  a tender  area  in  the  left 
lower  quadrant  near  the  mid-line,  where  an 
equivocal  small  mass  was  felt,  but  could  not 
be  well  defined.  Pelvic  examination  was  negative 
including  the  posterior  vaginal  wall.  A Papan- 
icolaou smear  was  class  I.  On  examination  of 
the  rectum,  a mass  about  1/2  to  2 inches  in  diam- 
eter could  be  felt  arising  from  the  anterior  wall 
of  the  rectum,  and  possibly  attached  to  the  upper 
part  of  the  rectovaginal  septum.  The  mass  was 
friable  and  bled  following  palpation.  A barium 
enema.  See  Fig.  I.,  revealed  the  lesion  to  arise 
higher  in  the  rectum  than  clinically  felt. 


Fig.  1.  Barium  enema  showing  lesion  in  upper  rectum. 
Arrow. 


A repeat  proctoscopic  examination  under  gen- 
eral anesthesia  was  performed,  and  multiple 
biopsies  obtained.  The  biopsies.  Fig.  2.,  were 
reported  as  squamous  cell  carcinoma.  Further 
blood  studies  including  liver  function  test  were 
within  normal  limits,  chest  x-rays  and  bone  sur- 
vey were  also  negative.  The  patient  was  sched- 
uled for  an  abdominoperineal  resection  and  the 
bowel  was  prepared  with  Neothaladine.  On  July 
19,  1965,  exploratory  laporotomy  revealed  a rec- 
tal mass  arising  from  the  anterior  surface  of  the 
rectum  just  at  the  level  of  the  peritoneal  reflec- 
tion. A large  grossly  involved  lymph  node  was 
immediately  evident  at  the  level  of  the  aortic 
bifurcation.  This  node  was  excised  and  a frozen 
section  was  reported  as  metastatic  squamous 
cell  carcinoma.  Fig.  3.  No  other  nodes  were  felt, 
and  complete  exploration  of  the  abdomen  re- 
vealed no  further  evidence  of  metastatic  disease. 
With  a lesion  12  cm  above  the  anus,  and  with 
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e\  idence  of  metastatic  disease  beyond  the  scope 
of  an  in  block  resection,  an  anterior  resection 
\\as  felt  to  be  the  procedure  of  choice.  Follow- 
ing a total  hysterectomy  and  left  salpingo-oop- 
horectomy,  an  anterior  reseetion  was  performed. 
The  post-operative  course  was  uneventful.  The 
pathological  diagnosis  was  that  of  undifferen- 
tiated squamous  cell  carcinoma  of  the  rectum. 
Fig.  4. 


Fig.  2. 

Stain  H.  & E. 

Power:  250x 

Biopsy  specimen  obtained  through  proctoscope  showing. 


Fig.  3. 

Stain  H.  & E. 

Magnification  250x 

Metastatic  squamous  cell  carcinoma  in  para-aortic  lymph 
node. 

Eighteen  months  following  the  original  pro- 
eedure  she  has  no  clinieal  evidence  of  metastatic 
disease.  Barium  enema  and  proctoseopic  exam- 
ination confirms  the  clinieal  impression  and  re- 
veals a good  working  anastomosis.  A second  look 
operation  failed  to  reveal  any  evidence  of  dis- 
ease. 

Comments:  Squamous  eell  carcinoma  of  the 
rectum,  above  the  dentate  line,  is  a rare  lesion. 
In  a review  of  literature,  very  few  clear  eut 
eases  of  squamous  cell  earcinoma  of  the  rectum 


or  rectosigmoid  are  found.  There  was  one  case 
reported  by  Cattell  and  Williams  ( 1943 ) , and 
another  by  the  Mayo  Clinic  in  1954.  A third  case 
by  Zirkin  and  McCord  in  1963,  appears  to  be 
a complicating  lesion  from  old  ulcerative  colitis. 
This  lesion  appeared  5 cm  above  the  anus,  which 
is  just  above  the  dentate  line.  Most  cases  of 
squamous  cell  carcinoma  of  the  anus  and  rec- 
tum appear  to  be  in  women,  in  a 2 to  1 ratio. 
In  this  case  we  elected  to  do  an  anterior  resec- 
tion because  metastatic  disease  was  present  be- 
yond the  scope  of  an  ‘in  block’  excision.  Also 
the  height  of  the  lesion  in  the  rectum  indicated 
that  an  anterior  resection  would  be  feasible.  Her 
post-operative  course  seems  to  justify  our  deci- 
sion. Nevertheless  further  events  may  justify  a 
revision  of  our  thinking. 


Fig.  4. 

Stain  H.  & E. 

Magnification  430x 

Grade  III  squamous  cell  carcinoma  in  tunica  muscularis 
of  rectum. 


Summary:  A case  of  squamous  cell  carcinoma 
of  the  rectum  in  a 37  year  old  woman  is  present- 
ed. The  lesion  appeared  12  cm  above  the  anus, 
and  there  was  evidence  of  lymphatic  spread  to 
a para-aortic  lymph  node.  An  anterior  resection 
with  end  to  end  anastomosis  was  performed.  In 
a review  of  the  literature,  this  lesion  appears  to 
be  extremely  rare,  and  this  paper  constitutes  one 
case  report. 
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ARIZONA  STATE  HEALTH  LABORATORY 
1716  W.  Adams  Street 
Phoenix,  Arizona  85007 

TESTS  AVAILABLE  FOR  VIRAL  AND  RICKETTSIAL  DISEASES 


< 

^cro  Test 

Specimen  for 
Isolation 

Blood  Specimen  Required 

Acute  IConvalescent 

Comments 

Disease 

CF 

HI 

m 

RESPIRATORY 

Influenza 

X 

X 

Throat  Washing  (TW) 

Imm.  after  onset 

2-4  wk  later 

j 

Para  Influenza 

Throat  Washing 

Imm.  after  onset 

2-4  wk  later 

Sera  on  childreid 
under  4 yr  of  age 
only  1 

Adenovirus 

X 

Throat  Washing 

Imm.  after  onset 

2-4  wk  later 

Include  both  J 
sera  and  TW  fori 
examination  I 

(Pleurodynia) 

Coxsackie 

X 

TW,  Feces 

Imm.  after  onset 

2-4  wk  later 

Include  sera  ancT 
TW  or  feces  for 
examination 

Psittacosis 

X 

TW,  Sputum 

Imm.  after  onset 

2-4  wk  later 

RSV 

X 

Imm.  after  onset 

2-4  wk  later 

CENTRAL  NERVOUS  SYSTEM 

Polio 

X 

X 

Feces 

Imm.  after  onset 

2-4  wk  later 

Coxsackie 

X 

Feces 

Imm.  after  onset 

2-4  wk  later 

Include  both  ser< 
and  feces  for  I 
examination  1 

ECHO 

X 

Feces 

Imm.  after  onset 

2-4  wk  later 

Include  both  sefi 
and  feces  for 
examination 

Herpes  Simplex 

X 

Vesicle  Fluid,  TW 

Imm.  after  onset 

2-4  wk  later 

Mumps 

X 

Imm.  after  onset 

2-4  wk  later 

Eastern  Equine  Enceph. 

X 

X 

Heparinized  Blood 

Imm.  after  onset 

2-4  wk  later 

Western  Equine  Enceph. 

X 

X 

Heparinized  Blood 

Imm.  after  onset 

2-4  wk  later 

St.  Louis  Enceph. 

X 

X 

Heparinized  Blood 

Imm.  after  onset 

2-4  wk  later 

Rabies 

Brain 

MISCELLANEOUS 

Rubella 

X 

Imm.  after  onset 

2-4  wk  later 

(Herpangina) 

Coxsackie 

X 

Mucus  Membrane 
Fluid 

Imm.  after  onset 

2-4  wk  later 

Include  both  sere 
and  fluid  for 
examination 

Herpes 

X 

Vesicle  Fluid,  TW 

Imm.  after  onset 

2-4  wk  later 

Variola  and 
Vaccinia 

X 

Vesicle  Fluid,  TW 

Imm.  after  onset 

2-4  wk  later 

LGV 

X 

Imm.  after  onset 

2-4  wk  later 

RICKETTSIAL 

Rocky  Mtn.  Spotted 
Fever 

X 

Imm.  after  onset 

2-4  wk  later 

0 Fever 

X 

Imm.  after  onset 

2-4  wk  later 

CF  - Complement  Fixation 
HI  - Hemagglutination  Inhibition 
NT  - Neutralization  test 
RSV  - Respiratory  Syncytial  Virus 
LGV  - Lymphogranuloma  Venereum 
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Diagnostic  Facilities  in  Virology  at  the 
State  Health  Laboratory 


This  article  defines  the  procedure  to  follow 
in  the  identification  of  viruses  in  Arizona. 
Especially  important  is  the  liaison  that  exists 
between  the  State  Health  Laboratory  and 
the  U.  S.  Public  Health  Service  Laboratory 
in  Atlanta,  Georgia. 


H.  Gilbert  Crecelius,  Ph.D. 


Director,  Division  of  Laboratories,  Arizona  State  Department 
of  Health. 


WITHIN  the  past  few  years,  the  improvement 
of  methodology  for  study  of  viruses  has  led  to 
the  identification  of  many  new  viral  agents.  The 
very  number  of  such  agents  is  bewildering,  and 
because  of  this  the  average  laboratory  is  limited 
in  the  type  and  number  of  tests  it  can  perform. 
The  physicians  can  often  do  no  more  than  cate- 
gorize the  infection  anatomically  as  being  respir- 
atory, central  nervous  system,  gastrointestinal  or 
exanthem,  but  at  least  he  should  do  this  much. 
The  virus  laboratory  has  been  established  to  aid 
the  physician  in  achieving  a diagnosis  and  as- 
sisting in  the  investigation  of  viral  diseases. 

For  the  physician,  the  diagnostic  information 
is  not  usually  available  until  after  the  clinical 
illness  is  well  established  or  over,  and  the  contri- 
bution of  the  laboratory  is  limited  to  the  identi- 
fying of  the  etiologic  agent.  For  the  community, 
the  contribution  of  the  laboratory  is  important 
in  the  identification  of  outbreaks  of  illness  in- 
volving a number  of  persons. 

Three  types  of  laboratory  examinations  are 
employed  for  viral  diseases:  microscopic,  serolog- 
ical and  isolation  with  the  identification  of  the 
etiologic  agent.  Microscopic  examination  is  the 
quickest  and  simplest,  but  quite  limited.  The 
serological  test  is  the  most  economical,  but  since 
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the  serological  approach  depends  on  a demon- 
stration of  a significant  rise  in  antibody  titer,  the 
results  are  usually  given  in  retrospect.  Isolation 
and  identification  of  a viral  agent  can  be  an  ex- 
pensive and  time-consuming  procedure  because 
of  its  dependence  on  a living  host  system.  By 
judicious  application  of  the  three  types  of  labor- 
atory tests,  we  hope  to  offer  the  physician  and  the 
community  maximum  service  with  greatest  effi- 
ciency. 

By  maintaining  close  liaison  with  the  source 
of  specimens,  the  laboratory  can  better  insure 
that  useful  results  will  be  obtained.  A brief  clin- 
ical history  should  accompany  the  specimen,  and 
the  physician  should  state  the  specific  virus 
which  he  feels  to  be  the  cause  of  the  disease,  and 
which  he  is  requesting  the  laboratory  to  confirm. 

Some  viruses  (e.g.  the  ECHO  group),  exist 
in  a multiplicity  of  antigenic  types.  It  is  simpler 
to  isolate  the  virus  from  appropriate  clinical  ma- 
terial and  then  use  the  virus  isolate  to  determine 
whether  the  patient  had  a rise  in  specific  anti- 
body to  the  agent.  With  the  Coxsackie  group, 
which  also  exists  in  a mutiplicity  of  antigenic 
types,  the  serologic  approach  is  negated  by  the 
heterotypic  reactivity  of  available  antigens.  Iso- 
lation of  the  agent  from  clinieal  material  is  un- 
dertaken, followed  by  serological  testing  of  the 
patient’s  sera  with  this  agent  as  the  antigen. 

Routine  diagnostic  testing  for  viral  infections 
of  the  respiratory  tract  is  not  practicable.  The 
contribution  of  the  public  health  laboratory  is 
the  identification  of  a community  outbreak  as  a 
basis  for  immunization  and  control  programs. 
For  individual  cases  where  identification  is  de- 
sired, a request  for  “Viral  Bespiratory  Syndrome” 
should  be  made  when  both  acute  and  conva- 
lescent sera  are  sent  to  the  laboratory.  The  re- 
sults of  testing  a single  serum  specimen  are  gen- 
erally meaningless. 

Another  service  of  the  virus  laboratory  is  to 
forward  specimens  to  the  Communicable  Disease 
Center  of  the  USPHS,  in  Atlanta,  Georgia,  for 
performance  of  tests  not  available  within  the 
state.  The  CDC  will  not  accept  specimens  from 
physicians  or  other  laboratories,  therefore  ma- 
terials for  special  testing  should  be  sent  to  the 
virology  section  at  the  state  laboratory. 


A rubella  complement-fixing  antigen  is  now 
available.  The  high  cost  of  this  antigen  makes  it 
impractical  to  provide  regular  service  for  ru- 
bella, therefore  specimens  for  routine  determina- 
tion of  immunity  status  cannot  be  accepted.  Preg- 
nant women  with  suspected  rubella  or  known 
exposure  to  rubella  will  be  tested  as  well  as  new- 
born infants  with  congenital  defects.  For  diag- 
nosis of  a suspected  case,  two  sera  are  required, 
the  first  to  be  taken  promptly  after  onset  of 
symptoms  and  the  second  two  weeks  later. 

As  more  virus  diagnostic  tests  become  avail- 
able and  the  scope  of  the  virus  laboratory  in- 
creases, it  is  hoped  the  physician  and  the  private 
laboratory  will  feel  free  to  utilize  the  services 
of  the  virus  section  of  the  State  Health  Depart- 
ment Faboratory. 

MATERIAL  FOR  VIRUS  ISOLATION 

1.  Collect  material  as  early  as  possible  in  the 
acute  stage  of  infection.  Viral  agents  tend  to  dis- 
appear relatively  rapidly  after  the  onset  of 
illness. 

2.  Collect  material  as  aseptically  as  possible. 
Contaminated  specimens  such  as  feces  should 
also  be  handled  with  sterile  precautions  to  avoid 
cross-contamination. 

3.  Ship  specimens  to  laboratory  in  dry  ice.  Do 
not  hold  specimens  in  freezing  compartment  of 
refrigerator.  When  shipping  specimens  for  short 
distances,  wet  ice  may  be  used.  Always  use 
tightly  sealed  container  for  specimen. 

4.  Fill  out  Arizona  State  Faboratory  form  for 
Virus  & Bickettsial  Examination.  Epidemiologi- 
cal data  is  necessary  BEFOBE  specimen  can  be 
tested. 

5.  Collect  acute  blood  for  serology  as  early  as 
possible  in  the  course  of  the  illness.  Collect  con- 
valescent serum  2-4  weeks  later.  Freeze  and  hold 
acute  serum  and  send  paired  sera  to  laboratory 
together.  Paired  specimens  are  necessary  for  a 
significant  interpretation  of  results.  DO  NOT 
FBEEZE  WHOFE  BLOOD. 

Specimen  containers  will  be  provided  upon 
request. 
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Allergy  in  Tucson,  Arizona 


Milton  Dworin,  M.D. 


A study  of  the  pollens  and  molds  in  Southern  Arizona  is  long  overdue. 
The  information  presented  will  help  the  practitioner  understand  and  prop- 
erly treat  the  allergic  Tucsonan. 


The  etiological  agents  in  allergic  bronchial 
asthma  and  seasonal  and  non-seasonal  aller- 
gic rhinitis  have  been  known  for  many  years. 
The  first  clear-cut  description  of  hay  fever  ap- 
peared in  1819,  in  Bostock’s  classic  paper.^  It 
was  not  until  some  44  years  later,  however,  that 
pollens  were  shown  to  be  the  causative  factor. 
At  that  time,  Blackley^  demonstrated  conclusive- 
ly the  connection  between  pollen  inhalation  and 
hay  fever  by  experiments  upon  himself,  and  did 
the  first  recorded  skin  testing  in  1873.  This  work 
failed  to  attract  the  attention  that  it  deserved, 
and  it  was  not  until  1912  when  Schloss^  reported 
on  cutaneous  scratch  testing,  and  in  1916  Cooke** 
reported  the  use  of  intradermal  testing  in  allergic 
conditions.  It  has  become  very  evident  since  that 
time  that  skin  testing  is  reliable  only  when  it  is 
coupled  with  a complete  allergic  history.  The 
migration  of  people  from  various  areas  of  the 

Thomas  Davis  Clinic,  Tucson,  Arizona. 


United  States  to  Arizona  for  reasons  of  health, 
tourism,  climate,  and  the  movement  of  migrant 
farm  laborers,  have  made  it  important  to  estab- 
lish and  document  the  various  pollens,  inhalants, 
and  molds  that  occur  in  Arizona.  This  paper  wiU 
be  concerned  with  the  antigens  occurring  in 
Tucson,  Arizona;  namely,  the  southern  part  of 
the  state.  The  great  variations  in  altitude,  tem- 
perature, rainfall,  soil  conditions,  amount  of  sun- 
shine, water  supply  in  some  areas  through  irri- 
gation, and  differences  in  vegetation,  make  a 
simple  statewide  summary  impossible. 

People  in  other  parts  of  the  United  States  who 
have  never  been  to  the  southwest  think  of  it  as 
looking  like  a desolate,  sandy  expanse  without 
vegetation  or  growth  of  any  kind.  An  old  tradi- 
tion defines  the  desert  as  a wasteland,  a place 
where  only  scorpions,  deadly  serpents  and  her- 
mits live.  A less  esoteric  attitude  toward  the 
desert  is  embodied  by  such  adjectives  as  hot. 
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dry,  hostile,  and  lifeless.  Thus  it  seems  appro- 
priate that  the  word  “desert”  comes  from  a Latin 
word  meaning  “abandon.”  An  Italian  expert  on 
the  Sahara,  who  came  to  study  the  Arizona 
desert,  stepped  off  the  plane,  looked  around 
him,  and  said,  “But  where  is  the  desert?”  Though 
very  different  from  the  barren  sand  dunes  of 
the  Sahara,  our  cactus  and  shrub  covered  land- 
scape is  a desert  nevertheless,  because  it  pos- 
sesses certain  necessary  features:  heat,  low  hu- 
midity, and  comparatively  little  rainfall.  Our 
summer  months  enjoy  an  average  daily  high  of 
around  100  degrees  and  a low  in  the  70’s;  our 
average  yearly  rainfall  is  11  inches,  most  of 
which  falls  either  in  summer  cloud  bursts  or 
more  gently  during  the  winter  months;  and  in  the 
middle  of  the  day  our  humidity  often  falls  below 
5%.®  Areas  of  sandy  dunes  with  practically  no 
vegetation  that  fit  the  popular  concept  of  desert 
are  infrequent  but  can  be  seen  just  outside  of 
Yuma,  Arizona,  on  the  California  border,  and 
if  the  inhalant  or  pollen  allergic  patient  were 
to  pitch  a tent  in  the  middle  of  this  area,  he 
should  feel  very  well,  since  he  would  be  away 
from  any  of  his  allergens. 

There  are  many  pollens  that  are  important 
allergens  in  the  Tucson  area.  The  pollen  season 
is  a double-hump  one;  namely,  the  spring  and 
fall  and  extends  from  approximately  the  first  of 
March  until  the  first  of  December,  with  the  sev- 
erity of  the  season  depending  a great  deal  on  the 
amount  of  rainfall  during  that  year.  Many  of 
these  pollens  are  from  indigenous  vegetation 
and  many  are  man-made,  in  that  plants  and 
grasses  have  been  brought  in  and  cultivated.  An 
example  of  cultivation  and  the  most  important 
pollen  allergy-wise  in  the  Tucson  area  is  Bermu- 
da grass  ( Cynodon  dactylon ) , which  is  prevalent 
in  most  of  the  lawns  in  spring,  summer  and  fall. 
Bermuda  grass  pollinates  at  night  and  perhaps 
is  why  patients  have  more  symptoms  at  that 
time.  The  pollen  season  begins  early  in  the  year, 
March  and  April,  with  the  trees,  such  as  Olive 
(Olea  europaea)  and  Mulberry  (Morus  alba), 
and  depending  on  the  location  one  is  in.  Cotton- 
wood (Populus  fremontii).  Less  important  tree 
pollens  are  Mesquite  (Prosopis  juliflora),  Ari- 
zona Ash  (Fraxinus  velutina),  and  Juniper  (Juni- 
perus  spp.).  Other  important  pollens  in  the 
spring  and  the  fall  are  the  Atriplex  group,  name- 
ly the  Saltbushes,  Russian  Thistle  (Salsola  kali). 
Careless  weed  (Amaranthus  palmeri),  the  Chen- 


opodium  group,  such  as  Lamb’s  quarter,  and 
the  Franseria  group  which  includes  Rabbit  bush 
and  Slender  ragweed.  Other  minor  allergenic 
pollens  are  Johnson  grass  (Sorghum  halepense), 
Greasewood  (Sarcobatus  vermiculatus ) , Tam- 
arisk (Tamarix  spp.),  and  Privet  (Ligustrum 
lucidum ) . There  are  a number  of  plants  that  are 
frequently  accused  of  causing  inhalant  allergies, 
mainly  because  their  flowers  are  showy  and  con- 
spicuous during  the  time  that  many  hay  fever 
plants  are  pollinating.  These  plants  are  either 
self -pollinated  or  depend  on  insects  to  carry  their 
pollen  rather  than  the  wind.  Such  plants  are 
NOT  important  in  causing  inhalant  allergy, 
namely,  Palo  Verde  (Circidum  spp.),  citrus  trees 
(Citrus  spp.).  Oleander  (Nerium  oleander),  and 
Pyracantha  (Pyracantha  spp.).  Generally  the 
daily  count  during  the  pollen  season  is  not  high, 
but  there  usually  are  four  or  five  allergenic  pol- 
lens present  in  the  atmosphere.  It  is  debatable 
whether  the  low  humidity  influences  the  degree 
of  allergenicity  of  these  pollens. 

The  inhalants  such  as  house  dust,  animal  dan- 
ders, inseeticides,  etc.,  that  are  important  allergy- 
wise  throughout  the  country  also  are  signifieant 
in  the  Tueson  area.  The  most  important  one 
is  house  dust  and  even  this,  to  some  Tucson®'  ^ 
allergists,  is  of  uncertain  magnitude  since  the 
winters  are  short  and  the  local  homes  are  not 
closed  continuously  for  any  long  periods  of  time. 
This  is  open  to  question  since  most  houses  and 
apartments  are  heated  by  the  duct-carried  heat- 
ed air  systems,  which  is  considered  allergy-wise 
to  be  the  most  ti’oublesome  for  dust  allergy. 

It  has  been  known  for  at  least  40  years  that 
various  atmospheric  mold  spores  tend  to  play  a 
part  in  bronchial  asthma  and  allergic  rhinitis. 
In  a mold  survey®  that  was  done  in  Tucson,  Ari- 
zona, over  the  course  of  a year’s  time  (March  2, 
1964,  to  February  24,  1965)  the  following  re- 
sults were  obtained.  Table  No.  1. 

Table  No.  2 shows  a comparison  of  the  total 
number  of  fungal  spores  of  each  genera  isolated 
in  the  one-year  period.  It  can  be  seen  from  this 
that  Alternaria,  Pullalaria,  Hormodendrum,  As- 
pergillus, Helminthosporium  and  Penicillium 
constitute  the  most  frequent  genera  seen,  with 
Alternaria  being  34%  of  the  total. 
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TABLE  I 

REPRESENTATIVE  FUNGI 
AT  EACPI  EXPOSURE  SITE 


TABLE  III 

MONTHLY  FUNGUS  SPORE  GOUNTS  AND  TOTALS 
FOR  EAGH  EXPOSURE  SITE 


Fungi 

1 

2 

3 

4 

Month 

Exposure  Site 

Totals 

Penicilliuni 

X 

X 

X 

X 

1 

2 

3 

4 

Helmintbosporium 

X 

X 

X 

X 

March 

86 

10 

13 

23 

132 

Aspergillus 

X 

X 

X 

X 

April 

87 

14 

3 

24 

128 

Alternaria 

X 

X 

X 

X 

May 

50 

18 

3 

21 

92 

Hormoclenclrum  ( Glaclosporium ) 

X 

X 

X 

X 

June 

89 

18 

1 

36 

144 

Bispora 

X 

X 

X 

X 

Jiily 

110 

25 

21 

29 

185 

Stempbylium 

X 

X 

August 

56 

24 

22 

44 

146 

Botnjodiploclia 

X 

X 

X 

X 

September 

116 

31 

30 

39 

216 

Mycelia  sterilia 

X 

X 

X 

X 

October 

134 

22 

18 

20 

194 

Miscellaneous 

X 

X 

X 

X 

November 

116 

12 

27 

59 

214 

Rbizopus 

X 

X 

X 

December 

82 

17 

19 

65 

183 

Gurvularia 

X 

X 

January 

167 

32 

25 

30 

254 

Fusarium 

X 

X 

F'ebruary 

116 

15 

27 

32 

190 

Gandida 

X 

X 

X 

X 

TOTALS 

1209 

230 

208 

422 

2069 

Pullularia 

X 

X 

X 

X 

H Atmospheric  site. 

2 Home  cooled  by  refrigeration. 

3 Home  cooled  by  refrigeration  plus  electronic  filter. 

4 Home  cooled  by  evaporative  cooler. 


Table  No.  4 shows  the  comparison  of  the 
monthly  spore  count  found  in  site  No.  1 — the 
atmospheric  one  — compared  with  the  monthly 


TABLE  II 

A GOMPARISON  OF  THE  TOTAL  NUMBERS  OF 
FUNGUS  SPORES  ISOLATED  IN  A ONE-YEAR 
PERIOD 

Annual  Total  No. 

Genera  Of  Colonies  Isolated  % of  Total 

In  All  Four  Sites 


average  temperature,  precipitation  and  humidity. 
TABLE  IV 

COMPARISON  OF  ATMOSPHERIC  MONTHLY 
SPORE  COUNTS  AND  CLIMATOLOGICAL  DATA 

Avg.  Monthly  Precip.  Relative 

Month  Count  Temp.  (°F)  (Inches)  Humidity  % 


Alternaria 

703 

34 

Pullularia 

304 

14.7 

Hormodendrum 

281 

13.6 

Aspergillus 

194 

9.4 

Helmintbosporium 

170 

8.2 

Penicilbum 

147 

7.1 

Mycelia  sterilia 

64 

3.1 

Gurvularia 

41 

2.0 

Fusarium 

39 

1.9 

Bispora 

29 

1.4 

Rbizopus 

19 

0.90 

Gandida 

12 

0.60 

Stempbylium 

6 

0.30 

Botryodiplodia 

5 

0.23 

Miscellaneous 

55 

2.54 

March 

86 

54.8 

0.81 

35.8 

April 

87 

63.3 

0.67 

24.1 

May 

50 

73.2 

0.00 

15.0 

June 

89 

82.0 

0.01 

18.2 

July 

no 

86.2 

4.82 

42.7 

August 

56 

81.6 

3.90 

55.9 

September 

116 

76.3 

5.11 

54.7 

October 

134 

72.1 

0.91 

41.2 

November 

116 

55.2 

0.68 

48.1 

December 

82 

52.4 

0.81 

51.8 

January 

167 

53.6 

0.45 

51.4 

February 

116 

51.1 

0.64 

43.0 

The  usual  wind  direction  in  Tucson  is  from  the 


Including: 

Monilia  sitophilia 

Nigrospora 

Thielaviopsis 

Mucor 

Phoma 


southeast  but  shows  considerable  variation  com- 
ing from  other  directions  frequently  as  well. 
Statistically,  the  only  significant  correlation  be- 
tween the  spore  count  and  the  climatologic  data 


and  others 

TOTAL  2,069 


was  relative  humidity,  when  the  low  figure  of 
56  colonies  for  August  was  removed,  a month 


Table  No.  3 shows  the  monthly  fungal  spore 
counts  and  total  for  each  exposure  site.  The  high- 
est incidents  in  the  atmospheric  sites  seems  to 
be  in  the  months  of  September  through  Febru- 
ary. It  can  be  seen  that  the  home  that  had  the 
refrigerated  cooling  was  slightly  higher  than 
site  No.  3,  which  had  refrigeration  plus  an  elec- 
tronic filter.  In  the  beginning  of  the  study,  it  was 
thought  that  there  would  be  significant  differ- 
ences shown  between  these  two  homes,  but  the 
total  for  the  year  did  not  show  any  great  differ- 
ence — 230  colonies  versus  208.  However,  the 
home  that  had  evaporative  cooling  showed  ap- 
proximately twice  as  many  colonies  for  the  year 
as  the  other  two  homes  — 422  compared  to  site 
No.  2 of  230  and  site  No.  3 of  208  colonies. 


when  the  principal  investigator  was  away.  The 
monthly  variations  of  the  different  genera  were 
not  enough  to  establish  any  particular  seasonal 
trend.  It  has  been  shown  that  Tucson,  located 
as  it  is,  in  the  semi-arid  desert  region  does  have 
atmospheric  fungal  spores,  although  low  in  num- 
ber, and  that  the  prevalent  genera  are  similar 
to  those  found  elsewhere  in  the  country. 
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SQUIBB  NOTES  ON  THERAPY 


CANDIDA 

ALBICANS: 


EVIL? 


How  serious  is  monilial  infection? 

It  is  hard  to  prove;  but  when  host 
resistance  drops,  monilial  infection 
can  be  very  serious.  Consider  the 
problem  of  monilial  infection  gener- 
ally. Two  investigators  postulate  that 
secondary  thrush  of  the  bronchi 
caused  by  C.  albicans  may  pave  the 
way  for  bacterial  invasion  of  the 
lungs.2  Monilial  pyelonephrosis  in 
a young  child  presumably  was  re- 
lated to  a bloodstream  spread  of 
thrush  from  the  alimentary  tract. ^ 
Thus,  the  physician  browsing  in 
the  literature  may  wonder  if  C.  albi- 
cans is  not  more  pathogenic  than  he 
had  thought.  In  fact,  Seelig^  con- 


cluded, after  an  exhaustive  literature 
review,  that  this  organism,  only 
slightly  pathogenic  in  high  concen- 
trations on  the  mucosa  of  the  normal 
subject,  increases  markedly  in  patho- 
genicity when  host  resistance  drops. 


Antibiotics  and  increased  candidiasis 
Almost  20  years  of  clinical  experience 
has  established  the  usefulness  of  the 
tetracyclines  beyond  question.  All 
“. . . possess  a wide  range  of  antimi- 
crobial activity  against  gram-positive 
and  gram-negative  bacteria,  which 
overlaps  that  of  penicillin,  strepto- 
mycin, and  chloramphenicol.”^ 

But. . .monilial  superinfection  as- 


sociated with  tetracyclines  and  other 
broad-spectrum  antibiotics  persists. 
Indeed,  the  incidence  of  secondary 
candidal  fungal  infections  associated 
with  antibiotic  therapy  has  continued 
to  rise.  Analysis  of  autopsies  in  a 
general  hospital  from  1919  to  1955 
showed  an  increase  in  secondary 
fungal  infections  since  1947.®  More 
yeastlike  fungi  have  been  isolated 
from  pediatric  patients  during  the 
antibiotic  era.'^  In  fact,  although  some 
investigators  question  the  clinical 
significance  of  Candida  identification 
in  clinical  studies,  “. . . the  prepon- 
deranee  of  evidence  indicates  that  the 
use  of  antibiotics  is  associated  with 


VIonilial  overgrowth  continues  to  complicate 
tetracycline  therapy . . . yet  the  usefulness  of 
this  broad-spectrum  antibiotic  is  beyond  question. 

‘The  tetracyclines  are  firmly 
established  as  very  valuable  agents 
in  the  therapy  of  a variety  of 
infectious  diseases.”  ^ 


n increased  incidence  of  candidi- 

sis Moreover,  certain  anti- 

liotics  in  particular  — among  them 
be  tetracyclines  — have  been  impli- 
ated  in  a variety  of  superinfections.® 

>enefits  vs.  risks 

'he  tetracyclines  are  obviously  far 
po  valuable  to  be  disregarded  — in 
pite  of  fungal  risks.  But:  the  risk 
f secondary  monilial  infection  can 
e greatly  minimized  in  the  tetracy- 
line  therapy  program.  The  prophy- 
ictic  use  of  an  antifungal  agent 
long  with  an  antibiotic,  long  con- 
dered  logical,^  has  been  shown 
y clinical  experience  to  exert  pro- 
3ctive  effect  against  candidal  super- 
ifection. 

uperior  protection  from  monilial 
uperinfection  as  demonstrated  in 
be  laboratory 

n particular,  Mysteclin-F,  a com- 
lination  of  tetracycline  with  ampho- 
sricin  B,  an  antimonilial  that  is 
ignificantly  more  potent  in  vitro 
gainst  C.  albicans  and  other  Candida 
pecies  than  is  nystatin,  is  valuable 
1 preventing  monilial  overgrowth, 
imphotericin  B has  shown  a high 
egree  of  activity  in  vitro  against 
Candida  species  found  in  the  intesti- 
al  tract.  Moreover,  it  undergoes 
irtually  no  absorption  from  the  gut, 
bus  avoiding  risk  of  systemic  side 
ffects. 

Certain  patients  are  particularly 
usceptible  to  monihal  complications, 
'hey  are:  infants,  the  aged,  the  de- 


bilitated, diabetics,  women  (particu- 
larly during  pregnancy),  and  patients 
receiving  prolonged  or  high-dosage 
antibiotic  therapy  or  corticosteroid 
hormones. But,  since  it  is  impos- 
sible to  predict  infallibly  which  pa- 
tients will  develop  monilial  compli- 
cations, Mysteclin-F  is  a logical 
choice  whenever  tetracycline  therapy 
is  indicated. 

Is  Candida  albicans  a necessary 
evil?  Hardly,  with  Mysteclin-E 


Photodynamic  reactions,  although  rare  with  tetra» 
oycline,  may  occur.  Advise  photosensitive  patients 
to  avoid  direct  sunhght. 

Precautions:  Watch  for  signs  of  secondary  infection 
due  to  nonsusceptible  organisms;  discontinue  drug 
or  institute  appropriate  therapy  if  they  occur.  Use 
of  tetracycline,  particularly  long-term  use,  during 
pre-  and  post-natal  tooth  development  may  cause 
discoloration  of  teeth. 

During  long-term  therapy,  perform  periodic  renal, 
hepatic  and  hematopoietic  function  studies.  In- 
creased intracranial  pressure  with  bulging  fontanels 
has  been  observed  rarely  in  infants  taking  therapeu- 
tic doses  of  tetracycline. 

Side  Effects:  Nausea,  vomiting,  and  diarrhea. 

For  full  information,  see  Package  Insert. 
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Available  as:  Capsules  in  two  potencies;  the 
equivalent  of  250  mg.  tetracycline  hydrochloride 
with  50  mg.  amphotericin  B,  and  the  equivalent 
of  125  mg.  tetracycline  hydrochloride  with  25  mg. 
amphotericin  B,  both  buffered  with  potassium 
metaphosphate;  Syrup  (125  mg.  tetracycline 
[hydrochloride  equiv.J  buffered  with  potassium 
metaphosphate,  and  25  mg.  amphotericin  B per 
5 cc.);  Pediatric  Drops  (100  mg.  tetracycline 
[hydrochloride  equiv.J  buffered  with  potassium 
metaphosphate,  and  20  mg.  amphotericin  B 
per  cc.). 

Contraindications:  Hypersensitivity  to  either 
component. 

Warning:  If  renal  impairment  exists,  lower-than- 
usual  doses  are  indicated  to  avoid  systemic  ac- 
cumulation and  possible  liver  toxicity;  on  prolonged 
use,  tetraeycline  serum  level  determinations  may 
be  advisable. 


Mystecliil-F 


Squibb  Tetracycline- 
Amphotericin  B 
(Fungizone®)  with 
Potassium  Metaphosphate 


broad-  spectrum 
effectiveness 
with  superior 
antifungal 
protection 


Squibb 


‘The  Priceless  Ingredient’ 
of  every  product  is  the 
honor  and  integrity 
of  its  maker. 
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SfoWj  now,  Mrs.  Forsythe,  we’ve  never  lost  a cold  patient  yet. 


A/hen  she's  experiencing  acute  discomfort  from  cold  symptoms,  it's  small  wonder  the  patient  becomes  distressed 
about  her  condition. 

She  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

\lovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
ogic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
and  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Jse  cautiously  in  individuals  with  severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or  urinary  retention. 
Saution  patients  who  operate  machinery  or  motor  vehicles 

hat  drowsiness  may  result.  1 1 I ■ ■ ■ ■ B ■ ■■© 

Each  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
ahloride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 

For  relief  of  nasal  congestion. 
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low-cost  tetracycline /antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida:! 


1.  diabetic  patients 


2.  nonpregnant  women  w ith  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
4.  patients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  i» 
formation  consult  Official  Package  Circular.  Indications] 
Infections  of  respiratory,  gastrointestinal  and  genitourinarl 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi, 
tive  organisms,  in  patients  "vvith  increased  susceptibili^i 
to  monilial  infections.  Contraindications:  The  drug  is  con 
traindicated  in  patients  hypersensitive  to  its  componenU 
Warnings:  Photodynamic  reactions  have  been  produced  h- 
tetracyclines.  Natural  and  artificial  sunlight  should  Ml 
avoided  during  therapy.  Stop  treatment  if  skin  discomfor. 
occurs.  With  renal  impairment,  systemic  accumulation  ani 
hepatotoxicity  may  occur.  In  this  situation,  lower  dosel 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  mrj 
be  induced  during  tooth  development  (last  trimester  o 
pregnancy,  neonatal  period  and  childhood).  Precautionsi 
Bacterial  superinfection  may  occur.  Infants  may  develo) 
increased  intracranial  pressure  with  bulging  fontanels.  Ii' 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  bi' 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu 
lence,  proctitis,  vaginitis,  dermatitis,  and  allergic  reactionj 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continut: 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra  I 
cycline  HCl  activity  and  250,000  units  of  nystatin.  ' 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


Paul  B.  Jarrett,  M.D. 


There  never  has  been  a time,  in  many  people’s 
opinion,  when  our  courts  have  been  held  in 
such  low  esteem. 

We  are  all  painfully  aware  of  recent  decisions 
which  favor  the  criminal  and  ignore  the  rights 
of  his  victim.  We  have  seen  the  prestige  of  our 
Supreme  Court  lowered  by  the  actions  of  a 
member  in  the  conduct  of  his  personal  life,  as 
well  as  through  its  decisions  which  seem  to 
legislate  rather  than  interpret. 

In  the  matter  of  malpractice  damages,  the 
courts  have  permitted  cases  to  go  to  juries 
without  need  for  expert  medical  testimony. 

Some  of  the  decisions  against  doctors  affect 
the  public  more  than  the  profession,  a fact  that 
courts  had  soon  better  take  into  consideration 
lest  the  judiciary  become  responsible  for  lower- 
ing the  quality  of  medical  care  that  medicine 
has  fought  so  hard  to  elevate. 

Take  the  case  of  a New  York  housewife  that 
sued  for  “burns”  sustained  while  being  treated 
by  X-ray  for  bursitis.  She  collected  $25,000,  but 
only  $10,000  of  this  was  for  her  “burns.”  The 
other  $15,000  was  for  “cancerphobia”  she  said 
she  developed  because  of  the  “burns.”  The  fact 
was  that  she  never  developed  cancer,  but  the 
New  York  Court  of  Appeals  said  that  the 
“wrongdoer  is  liable  for  the  ultimate  result”  of 
his  mistake  even  though  the  damage  may  be 
mental  rather  than  physical. 

Extending  malpractice  damages  to  cover 
mental  disturbances  is  a legal  doctrine  that 


Is  Justice  Indeed  Blind? 


makes  it  far  easier  to  successfully  sue  doctors. 
The  impact  of  this  projects  beyond  physicians, 
lawyers  and  insurers.  The  public  is  affected  too, 
either  as  patients  who  may  contemplate  a suit 
or  as  accident  victims  who  are  passed  by  because 
the  doctor  is  afraid  of  being  sued. 

An  associate  of  Melvin  Belli  exults  that  “some 
judicial  inroads  are  being  made  on  previously 
inflexible  rules  of  proof”  which  have  protected 
doctors  “from  time  immemorial.” 

This  is  indeed  an  ominous  trend.  Recent  court 
decisions  are  coming  dangerously  close  to  the 
principle  that  doctors  should  be  financially  liable 
for  unsuccessful  treatment. 

The  awards  in  malpractice  cases  have  in- 
creased to  fantastic  proportions  also.  A recent 
case  in  Philadelphia  awarded  an  attorney-plain- 
tiff $725,000.  Small  wonder  that  malpractice 
insurance  rates  have  more  than  tripled.  At  this 
time,  a urologist  can  expect  to  pay  $861.00  a 
year  for  $100,000-$300,000  protection. 

One  state  appeals  court  in  summarizing  a case 
where  a patient  won  an  award  for  “mental 
anguish,”  resulting  from  an  erroneous  lab  report 
that  he  was  sterile,  observed  “Freedom  from 
mental  disturbance  is  now  a protected  interest 
in  this  State.”  Now  how  does  a physician  refute 
testimony  that  a plaintiff  was  “mentally  dis- 
turbed” by  what  he  said  or  did? 

The  doctrine  of  “res  ipsa  loquitur”  requires 
the  physician  to  prove  that  he  is  not  guilty  of 
malpractice  rather  than  the  patient  proving  that 
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he  was.  This  is  the  court’s  answer  to  the  often 
alleged  “conspiracy  of  silence”  that  is  supposed 
to  deprive  an  injured  claimant  of  his  “rights.” 

A woman  in  California  who  underwent  a 
mastoidectomy  and  suffered  damage  to  her  fa- 
cial nerve  was  awarded  $40,000  in  spite  of  the 
fact  that  there  was  no  medical  testimony  to  the 
effect  that  her  surgeon  was  negligent.  In  fact, 
expert  testimony  was  obtained  to  the  effect  that 
this  was  a rare  but  unavoidable  complication  of 
this  procedure.  The  judge,  however,  citing  the 
res  ipsa  loquitur  theory,  put  the  question  to  the 
jury,  ignoring  medical  testimony,  with  the  result 
as  cited. 

The  res  ipsa  loquitur  rule  is  only  one  way  of 
bringing  a case  before  a jury  without  medical 
testimony.  Another  is  the  “informed  consent” 
doctrine.  This  implies  that  unless  the  patient  is 
advised  of  the  risk  and  warned  of  the  possible 
mishaps,  his  consent  cannot  be  considered  to  be 
informed.  Thereby  lies  another  method  of  get- 
ting a case  before  a jury  without  medical  testi- 
mony by  the  expedient  of  claiming  the  plaintiff 
did  not  grant  his  “informed  consent”  to  the 
procedure. 

Some  time  ago,  a mental  patient’s  wife  signed 
a consent  for  shock  therapy  on  the  advice  of  the 
husband’s  psychiatrist.  He  suffered  injuries  from 
convulsions,  and  although  there  was  no  testi- 
mony that  the  psychiatrist  was  negligent,  the 
jury  awarded  $15,000  on  the  grounds  that  the 
patient  hadn’t  given  his  “informed”  consent. 

Winning  a malpractice  action  is  sometimes 
slight  solace  to  a physician.  As  Bernard  Hirsh, 
AMA’s  law  director  said,  “There’s  a certain  stig- 
ma that  attaches  to  a malpractice  claim  even  if 
it  does  turn  out  to  be  unfounded.” 

Recently,  our  State  Supreme  Court  said  that 
a factor  in  considering  whether  the  court  should 
exercise  jurisdiction  over  a non-resident  manu- 
facturer whose  product  injured  a plaintiff  in 
this  State,  was  the  “economic  independence  of 
the  plaintiff.”  This,  in  the  opinion  of  some  law- 
yers, “creates  a ‘class  society’  and  is  repugnant 
to  the  concept  that  all  persons  should  stand 
equal  before  the  law.” 

Another  reversal  of  a lower  court,  which 
favored  a physician  defendant,  by  our  Supreme 
Court  this  year  tends  to  substitute  lay  opinion 


for  professional  competence  and  may  estabhsh 
a precedent  that  we  will  find  most  difficult  to 
practice  with. 

The  public  must  realize  that  a fair  portion  of 
the  “high  cost”  of  medical  care  goes  now  to 
protect  the  physician  from  malpractice  action. 
How  many  hundreds  of  thousands  of  unneces- 
sary laboratory  and  X-ray  . procedures  and  con- 
sultations are  ordered  with  this- in  mind? 

We  cannot  properly  treat  the  public  if  we  are 
made  the  guarantors  not  only  of  the  patient’s 
safety  but  results  as  well.  Nor  can  we  properly 
treat  them  if  it  is  necessary  to  point  out  all  of 
the  complications  that  could  result  from  any 
simple  procedure.  Who  then  wouldn’t  suffer 
“mental  disturbance,”  or  worse,  who  would  con- 
sent to  a needed  and  necessary  test  or  operation. 
What  a paradox! 

How  much  medical  progress  will  be  made  if 
we  are  afraid  to  use  anything  new  or  unusual 
in  an  attempt  to  help  our  patient? 

Will  the  day  ever  come  when  the  desire  of 
people  to  be  compensated  for  any  adverse  hap- 
pening will  cause  physicians  to  say,  “I’d  like  to 
help  you,  but  I just  can’t  take  the  chance!” 

Paul  B.  Jarrett,  M.D. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Excepfional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D.,  Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98  °F,  and  with  a humidity 
of  approximately  40^oJ 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.^ 

Hasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.^  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.'^  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent  j 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the 
nasal  barrier.  Most  bacteria  causing  respiratory  in- 
fections are  one  to  three  microns  in  diameter,  but 
since  they  usually  are  inhaled  in  clumps,  they  are 
efficiently  removed  as  a rule.  Viruses,  which  are  of  the 
order  of  1 /lOOO  of  this  size,  are  less  efficiently  dealt 
with,  unless  they  occur  in  very  large  aggregates.^ 

The  nose  will  react  in  a more  or  less  similar  manner, 
whatever  the  nature  of  the  offending  agent,  whether 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful 
emotional  situation.  In  acute  coryza,  the  most  char- 
acteristic sign  is  a profuse  watery  discharge.  The  | 
volume  of  secretion  may  rise  from  practically  noth-  j 
ing  to  nearly  60cc  in  twenty-four  hours.*^  The  mucous  | 
membrane  is  reddened  and  engorged,  while  the  | 
turbinates  are  markedly  swollen.  After  the  first  day 
or  two,  the  secretion  becomes  thicker,  yellowish,  and  I 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge, 
which  now  also  contains  numerous  inflammatory  i 
cells  which  have  migrated  to  the  area.  Gradually,  | 
over  a period  of  a few  days,  or  a week,  the  flood  > 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance.  i 

Repeated  attacks  of  rhinitis,  particularly  if  there  is 
an  underlying  element  of  obstruction,  may  result  in 
chronic  rhinitis.  The  mucous  membrane  is  constantly  ! 
swollen  and  reddened.  Sticky,  mucopurulent  secre-  < 
tions  are  a continuous  feature,  and  the  glandular  i 
elements  are  hypertrophied.  Commonly,  the  mu-  I 
cosal  surface  takes  on  an  irregular,  rounded  "mul-  | 
berry"  appearance,  and  nasal  passages  are  occluded  I 
by  the  swollen  turbinates  and  redundant  mucosa.  | 


If  hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.^  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema. ^ 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.^ In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.^*^  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid. The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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ifsa 

comforting  thing 
to  know 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  "timed-release  tablets 


Each  timed-release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn't  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

{Adverluement) 


cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.^^ Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection. This  "jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases. 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINOS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


® 

provides  up  to  24-hour 
coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate  180  mg. 

Acetaminophen 325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 
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Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY:  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS:  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovascular  disease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur:  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION: 
Federal  law  prohibits  dispensing  without 
prescription. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  2’/i,  Aspirin  gr.  314,  Caffeine  gr.  14. 


Keeps  the  Promise  of  Pain  Relief 

JULJl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Personnel  — Multidiscipline  Laboratories 


In  the  June  1966  issue  of  Arizona  Medicine 
we  presented  a brief  discussion  of  the  plans  we 
had  for  multidisciplinary  laboratories  for  under- 
graduate instruction.  This  prompted  a large 
number  of  comments,  mostly  from  the  member- 
ship of  ArMA  although  some  have  come  from 
out-of-state  readers.  The  comments  have  either 
been  complimentary  or  have  expressed  a need 
for  additional  information. 

We  described  the  multidiscipline  laboratories 
as  providing  an  opportunity  for  interdisciplinary 
instruction  in  an  environment  where  the  student 
was  assigned  a stand-up,  and  a sit-down,  “home 
away  from  home”  area  in  a single  laboratory  to 
which  all  of  the  course  work  ( except  gross 
anatomy)  would  be  brought.  Most  of  the  new 
schools  of  medicine  are  moving  in  this  direction 
and  a large  number  of  old  schools  are  converting 
to  it. 

Having  adopted  this  type  of  instructional  sys- 
tem our  biggest  concern  was  how  best  to  have 
it  operated.  Essentially,  only  two  routes  seemed 
feasible.  First,  we  could  divide  the  responsibility 
for  its  operation  among  the  several  basic  science 
departments  that  would  be  using  it,  i.e..  Bio- 
chemistry, Physiology,  Microbiology,  Pathology 
and  Pharmacology;  or,  second,  treat  it  as  a 
central  resource  with  its  own  director  and  with 
direct  administrative  responsibility  to  the  office 
of  the  Dean.  The  first  solution  has  the  advantage 
of  assuring  each  instructional  department  the 
tightest  possible  control  over  the  direct  trans- 
lation of  its  course  content  into  laboratory  and 
teaching  experience,  but  at  the  risk  of  creating 
an  administrative  and  budgetary  monster  involv- 
ing the  distribution  of  equipment  and  supplies, 
responsiblity  for  maintenance  and  repair,  fabri- 
cation of  original  equipment,  etc. 

There  was  another  factor  involved  which  we 
felt  should  be  decisive.  Recognizing  that  the 
technique  of  multidiscipline  teaching  was  des- 
tined for  widespread  adoption  among  American 
medical  schools,  we  knew  that  there  would  be 
a demand  for  people  who  would  have  the  back- 
ground and  experience  necessary  to  operate  such 
laboratories.  This,  of  course,  meant  training  pro- 
grams. Since  there  aren’t  any,  we  felt  that  we 
should  set  up  an  independent  Division  of  Multi- 


discipline Laboratories,  under  a Director,  and 
encourage  him  to  develop  the  Division  into  full 
academic  partnership  by  educating  and  training 
young  people  into  that  area  as  a career  choice. 
Having  selected  this  route  we  found  ourselves 
in  the  difficult  position  of  trying  to  locate  some- 
one who  would  presumably  be  willing  to  give 
up  a career  in  another  academic  discipline  and 
attempt  to  do  this  job.  We  were  especially  fort- 
unate to  find  such  a person  and  we  are  using 
this  opportunity  to  introduce  him  to  you. 

John  D.  Palmer  was  born  in  Sterling,  Illinois, 
in  October  1931  and,  after  taking  his  primary 
and  secondary  education  in  Hinsdale,  Illinois, 
entered  the  University  of  New  Mexico.  Two 
years  later  he  transferred  to  the  University  of 
Colorado  at  Boulder  where  he  received  the 
Bachelor  of  Science  degree  in  1954.  An  addi- 
tional year  of  study  earned  him  the  Master’s 
degree  in  Pharmacology  at  that  school.  He  then 
transferred  his  activities  to  the  University  of 
Minnesota  medical  school  where,  between  1955 
and  1982,  he  served  as  a teaching  assistant  in 
Pharmacology  and  earned  both  the  Ph.D.  (Phar- 
macology) and  the  M.D.  degrees.  He  then  in- 
terned in  the  Department  of  Medicine  at  the 
University  of  Alinnesota  hospitals. 

In  1963  Dr.  Palmer  returned  to  the  University 
of  Colorado;  this  time  to  its  medical  campus  in 
Denver.  Pie  served  as  Assistant  Professor  of 
Pharmacology  in  the  medical  school  and  as  a 
consultant  in  Pharmacology  to  the  Veterans  Ad- 
ministration Hospital  in  Denver.  He  was  married 
in  1957  and  has  one  child.  He  has  done  some  fine 
research  work  on  endotoxin  shock  and  he  plans 
to  continue  to  do  some  of  this  work  here  in 
Arizona.  Earlier  this  fall  John  spent  several  days 
in  Los  Angeles  helping  to  activate  the  new 
multidiscipline  laboratories  at  U.S.C.  His  ex- 
perience was  apparently  invaluable. 

John  is  a strong  addition  to  our  team  and  we 
are  confident  that  he  is  going  to  do  great  things 
in  developing  our  multidiscipline  laboratories. 
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can  usually  be  relieved 
with 

EQUANir 

(meprobamate)  Wyeth 


Cautions:  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  may  result  in 
dependence  or  habituation  in  susceptible  persons— 
as  ex-addicts,  alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be  with- 
drawn gradually  to  avoid  possibly  severe  with- 
drawal reactions  including  epileptiform  seizures. 
Side  effects  include  drowsiness  and,  rarely, 
allergic  or  idiosyncratic  reactions.  These  reac- 
\ tions,  sometimes  severe,  can  develop  in  patients 

receiving  only  1 to  4 doses  who  have  had  no 
previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous 
maculopapular  rash.  Acute  non-thrombocytopenic 
purpura  with  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very 
rarely,  include  angioneurotic  edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomati- 
tis and  proctitis  (1  case)  and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness,  ataxia,  or  visual  distur- 
bances occur,  dose  should  be  reduced.  If  symptoms  persist,  patients 
should  not  operate  vehicles  or  dangerous  machinery.  A few  cases  of 
leukopenia,  usually  transient,  have  been  reported  following  prolonged 
Other  blood  dyscrasias— aplastic  anemia  (1  fatal  case), 
jocytopenic  purpura,  agranulocytosis  and  hemolytic  anemia- 
occurred  rarely,  almost  always  in  the  presence  of  known  toxic 
mts.  One  fatal  case  of  bullous  dermatitis  following  intermittent 
se  of  meprobamate  with  prednisolone  has  been  reported. 
Prescribe  very  cautiously  for  patients  with  suicidal  tendencies. 
Suicidal  attempts  should  be  treated  with  immediate  gastric 
lavage  and  appropriate  supportive  therapy. 

Contraindications:  History  of  sensitivity  to  meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg.  mepro- 
bamate.  Coated  Tablets,  Wyseals®  Equanil 
(meprobamate)  400  mg.  Continuous-Release 
Capsules,  Equanil  L-A  (meprobamate)  400  mg. 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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supervision  and  companionship 
are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  sticli  as  TV  \’iewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
Itighly-trained,  registered  nurses  are  always  nearby. 


955 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


EDIIOMAIS 


FINE  PRINT  OF  ANY  LICENSE 

William  B.  McGrath,  M.D. 


Long  ago  the  Chinese  used  to  advocate  “the 
rectification  of  names.”  All  the  rules  of  a man’s 
bearing  and  deportment  were  to  be  precisely 
determined  and  described  by  his  title.  There  is  a 
faintly  perfumed  quaintness  to  this  ancient  con- 
cept. 

But  it  has  more  than  superficial  merit.  It 
survives  with  real  significance  in  our  practice  of 
licensure.  One  could  hardly  find  a clearer  or 
more  constant  imperative,  a more  valid  morality, 
than  is  simply  inherent  in  the  fact  of  having 
a license. 

The  chaste  professionalism  of  the  uniformed 
nurse  may  not  be  required  of  a cocktail  waitress. 
A married  man  ought  not  call  himself  “husband” 
unless  he  is  treating  his  wife  with  very  special 
consideration  and  respect.  A wife,  with  her 
name,  Mrs.,  on  the  credit  cards,  is  not  licensed 
to  entertain  other  men  in  the  absence  of  her 
husband.  Avuncular  relationships,  most  treacher- 
ous of  all,  soon  cease  to  be  avuncular  when  tliere 
is  no  actual  kinship.  A banker  had  better  not 


frequent  the  gambling  tables  where  a salesman 
would  go  unnoticed.  An  officer  or  a teacher  or 
a father  (parent  or  clergyman)  loses  the  right 
to  the  name  when  his  behavior  is  beneath  that 
which  is  implied  in  the  terms  officer,  teacher  or 
father.  If  a man  expects  people  to  address  him 
as  “sir”  or  “mister,”  then  people  expect  him  to 
look  and  act  like  a gentleman. 

Most  demanding  of  all,  of  course,  is  the  license 
to  practice  medicine.  Only  the  physician  asks  at 
all  time  and  places  to  be  called  by  his  title. 
Doctor.  He  cannot  compromise,  cannot  have 
both  — the  perquisites  of  the  aristocrat  and 
the  manners  of  a knave. 

At  a resort  some  acquaintances  were  making 
complimentary  comments  about  a stranger.  He 
was  a courteous  chap  and  apparently  incapable 
of  vulgarity.  While  seeming  to  have  a good  time 
he  yet  held  his  liquor  well  and  kept  his  hands 
off  the  other  men’s  wives.  How  gratifying,  how 
very  reassuring,  when  he  was  introduced  as  a 
doctor! 
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what 
time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 


its  time 
to  tine. 


Tuberculin, 
Tine  .^ATest 


(Rosenthal) 


Lederle 

Available  in  5's  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6— 4046R 


A PHYSICIAN'S  VIEWPOINT 
OF  MEDICARE 


Albert  J.  Ochsner,  M.D. 


i 


To  better  understand  the  effects  of  Title 
XVIII  of  Public  Law  89-97,  the  so-called  Medi- 
care Law,  on  the  physicians  of  Arizona  and  of 
the  United'  States,  it  is  essential  to  understand 
the  background  of  the  American  physician. 
Therefore,  let  me  review  this  for  a moment  and 
let  us  be  limited  to  the  State  of  Arizona. 

Traditionally,  this  American  physician  has 
been  an  independent  doctor  in  the  practice  of 
medicine.  He  has  carried  on  his  practice  on  all 
patients  who  came  to  him  or  called  for  him. 
He  based  his  fees  for  these  services  on  what  he 
considered  a fair  and  just  basis.  Traditionally, 
those  wealthy  patients  he  had  were  asked  to  pay 
higher  fees  in  order  that  he  might  be  able  to 
adjust  fees  downward  where  he  deemed  it  advis- 
able, or  to  treat  some  patients  on  a free  basis 
because  they  could  not  afford  to  pay. 

Gradually,  changes  have  taken 
period  of  years.  Many  counties  took  on  the  re- 
sponsibility of  indigents’  care  within  their  bor- 
ders, and  so  started  welfare  recipients.  Physicians 
were  asked,  by  contract,  to  care  for  these  patients 
on  a fee  schedule  lower  than  their  usual  and 


Presented  at  a recent  meeting  of  the  Arizona  Public 
Health  Association  held  in  Yuma,  Arizona. 


customary  fee  and,  in  the  majority  of  cases, 
pliysicians  were  eooperative  in  acceptance  of 
these  schedules.  Then  the  insurance  companies, 
especially  the  so-called  Blue  Plans,  produced  a 
varying  series  of  indemnity  plans  for  varying 
scales  of  income  and  physicians  again  were  asked 
to  accept,  as  full  payment  of  their  fees,  the  lower 
rates  of  the  Blue  series  for  the  lower  income 
groups  covered  by  these  Blue  Plans.  Again,  a 
great  majority  of  physicians  accepted  these  plans 
willingly. 

There  are  other  examples  of  such  fixed-fee 
plans  at  lower  than  usual  and  customary  fees  in 
which  the  physicians  were  also  asked  to  partici- 
pate. These  included  such  programs  as  the  In- 
dian Service,  the  Crippled  Children’s  Service, 
the  Care  of  Dependents  of  the  Uniformed  Serv- 
ices, and  the  Industrial  Commission  of  Arizona. 
There  seemed  to  be  some  reason  for  the  e.xist- 
ence  of  these  programs  and,  in  general,  they 
were  accepted  by  the  majority  of  physicians. 

There  we  stayed  for  some  years,  and  then 
came  the  long  and  historic  battle  over  the  so- 
called  Medicare  Program.  It  is  oply  repeating 
history  to  remind  you  that  the  American  Medical 
Association,  representing  the  majority  of  phy- 
sicians in  the  United  States  and  in  Arizona, 
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joined  with  many  other  organizations  in  opposing 
this  legislation  now  known  as  Public  Law  89-97. 
There  were  two  main  reasons  for  this  objection. 
The  first  was  that  all  persons  over  65  years  of 
age  were  to  be  covered  by  this  program  regard- 
less of  their  income  and  ability  to  pay.  The 
second  was  that  this  is  the  first  step  toward 
Federalization  of  the  United  States  medical 
world.  Indeed,  there  was  a great  deal  of  justifi- 
cation for  this  concern  because  this  same  Law, 
which  has  been  in  effect  for  all  persons  over  65 
since  1 July  1966,  has  a second  part.  Title  XIX, 
the  context  of  which  very  few  are  aware.  This 
Title  will  put  into  effect  in  all  states  by  1975, 
a joint  Federal-State  program  (40%  State  and 
60%  Federal)  extending  care  to  dependents  under 
21  years  of  age,  the  blind,  the  permanently  and 
totally  disabled,  and  families  whose  resources 
are  insufficient  to  meet  the  costs  of  medical 
services  — the  so-called  medically  indigent. 

The  effect  of  this  law  on  the  physicians  of 
Arizona  is  difficult  to  evaluate.  The  law  has 
been  in  effect  only  since  July  1,  1966,  and  it  is 
too  early  to  reach  any  definite  conclusions  as  to 
its  over-all  effect.  I can  only  judge  utilization 
of  the  program  by  physicians  of  this  State  by 
some  figures  from  the  “carrier”  or  “intermediary” 
of  the  physician’s  services  in  Arizona,  the  Aetna 
Life  and  Casualty  Co.  The  figures  for  July 
1966,  in  the  form  of  bills  received,  were  526 
and  for  August  1966  - 4,344.  The  bills  as  re- 
ceived do  not  yet  indicate  a pattern  as  a trend. 
The  report  from  this  “intermediary”  was  that 
slightly  over  50%  were  on  an  assignment  basis. 
These  figures  include  Independent  Laboratories 
and  supply  houses  and  it,  therefore,  becomes 
impossible  to  limit  these  figures  to  the  physicians 
of  Arizona. 

The  physicians  of  this  State,  with  whom  I have 
talked,  seem  to  be  of  the  opinion  that  their  best 
approach  to  the  problem  will  be  to  bill  the  pa- 
tients directly  and,  after  they  have  paid,  give 
the  patient  a receipted  bill  with  which  he  can 
redeem  his  80%  from  the  Government. 

By  using  this  means  of  billing,  the  physician 
is  able  to  determine  now,  and  in  the  future,  his 
“usual  and  customary  fee.”  However,  if  he  elects 
to  accept  the  assignment  method  of  payment,  he 
is  saying,  in  effect,  to  the  patient  that  I will  let 
the  “Intermediary”  insurance  company  establish 


what  the  fee  shall  be  and  it  may  or  may  not  be, 
now  or  in  the  future,  the  “usual  and  customary” 
fee. 

As  with  almost  all  “ideal”  plans,  there  are 
other  factors  involved  affecting  the  over-all  pro- 
gram or  plans.  In  this  case,  the  factor  is  requir- 
ing the  physicians  to  bill  the  insurance  “inter- 
mediary” on  an  assignment  basis  for  all  patients 
on  the  Welfare  rolls  and  Kerr-Mills  assistance 
recipients  prior  to  the  time  the  County  may  be 
billed  for  the  balance  of  the  unpaid  bill.  The 
problem  here  is  the  question  of  usual  and  cus- 
tomary fees  which  the  law  requires  the  insurance 
“intermediary”  to  determine. 

The  most  worrisome  thing  about  this  is  the 
following  statement  from  Report  #17  regarding 
criteria  for  determination  of  reasonable  charges: 
“It  is  important  to  recognize  that  these  criteria 
are  tests  of  reasonableness  which  may  reduce, 
hut  would  never  increase,  the  charge  being  re- 
viewed.” With  this  in  mind,  it  is  doubtful  many 
physicians  will  be  willing  to  let  that  computer 
in  Baltimore  store  some  of  the  fee  schedules, 
which  they  have  worked  with  previously,  for 
future  use  as  “usual  and  customary.”  The  fee 
schedules  of  the  Indian  Service,  the  Crippled 
Children’s  Service,  and  the  Care  of  Dependents 
of  the  Uniformed  Services  (this  has  not  changed 
since  1955  except  for  some  obstetrical  fees)  are 
not  the  usual  and  customary  fee  for  practically 
all  physicians.  The  fee  profile  that  computer  has, 
or  will  shortly  have,  on  each  individual  physician 
in  the  United  States  will  be  his  usual  and 
customary  fee. 

Additional  support  to  this  concern  on  the  part 
of  physicians  is  gained  by  perusal  of  some  dis- 
cussions and  guidelines  which  were  distributed 
by  the  Department  of  Health,  Education  and 
Welfare  since  the  law  was  enacted.  The  law 
provided  that  certain  insurance  companies  were 
to  be  named  as  “carriers.”  However,  the  name, 
somehow  in  the  discussions,  has  become  “inter- 
mediaries,” and  the  discussions  now  say,  “The 
intermediaries  will  be  acting  for  the  Government 
under  the  supplementary  medical  insurance  pro- 
gram — that  is,  carrying  out  specified  functions 
under  contracts  with  the  Secretary  of  Health, 
Education  and  Welfare.”  This  same  discussion 
goes  on  to  state:  “However,  the  ultimate  respon- 
sibility for  proper  administration  of  all  aspects 
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of  the  program,  including  functions  performed 
by  the  ‘intermediaries,’  lies  with  the  Social  Se- 
curity Administration,  to  which  the  Secretary 
has  delegated  this  responsibility.  The  Social 
Security  Administration  must,  therefore,  adopt 
administrative  provisions  which  will  assure  that 
the  functions  assigned  to  the  ‘intermediaries’ 
are  carried  out  effectively.  . . .”  Thus,  insurance 
companies  have  also  become  employees  of  the 
Government  and  are  being  given  the  criteria  for 
determining  the  “usual  and  customary”  fee. 

Now,  it  becomes  clear,  I hope,  what  the  major 
reaction  of  the  physicians  has  been,  and  the 
reason  for  this  reaction.  Since  fees  may  be  low- 
ered, but  not  increased,  and  since  “usual  and 
customary”  fees  only  will  be  paid,  and  since 
the  Department  of  Health,  Education  and  Wel- 
fare has  taken  on  the  role  of  employer  of  both 
the  “intermediary”  and  the  physicians  partici- 
pating under  the  Federal  Health  Services  Pro- 
gram, i.e.,  Title  XVHI,  Part  B,  of  Public  Law 
89-97,  the  physicians  have  been  automatically 
put  in  the  role  of  the  employee.  Luke  said,  No 
man  can  serve  two  masters  . . .”  and  so,  this  can 
only  lead  to  one  result  — the  so-called  bargain- 
ing table,  with  the  physicians  bargaining  for 
“usual  and  customary”  fees  for  all  services  and 
elimination  of  many  contracts  they  have  pre- 
viously accepted  at  lower  than  usual  fees. 

The  Medical  Tribune,  of  September  12,  1966, 
regarding  medical  costs,  states:  That  inflation- 

ary pressures  have  been  at  work  on  the  economy 
for  some  time  is  not  exactly  an  item  of  news.  But 
when  President  Johnson  directed  John  W.  Gard- 
ner, Secretary  of  Health,  Education  and  Welfare, 
to  carry  out  a quick  ‘major  study’  of  rising 
medical  costs,  it  was  a front-page  item  in  all 
newspapers. 

“Much  of  the  data  that  the  President  seeks  is 
already  at  hand  in  the  facts  regularly  accum- 
ulated by  the  Department  of  Gommerce  and  the 
Department  of  Labor.  What  will  a major  study 
show?  On  the  question  of  drug  costs,  there  seems 
little  question  that  drugs  today  account  for  a 
smaller  share  of  the  consumer’s  health  care  dollar 
than  ever  before.  We  predict,  however,  that  this 
will  not  free  pharmaceutical  manufacturers  from 
attack. 

“So  far  as  the  physician’s  share  of  the  medical 


dollar  is  concerned,  there  has  been  a recent 
increase  but  it  is,  over  all,  a moderate  one.  Many 
physicians  used  to  charge  elderly  patients  a very 
modest  fee  — more  to  satisfy  the  patient’s  need 
for  a feeling  of  independence  than  to  represent 
a true  recompense  for  the  physician’s  time  and 
skill.  With  the  advent  of  Medicare,  the  phy- 
sician’s charge  may  have  been  increased.  We 
predict  that  this,  too,  will  arouse  unwarranted 
attacks. 

“The  greatest  increase  in  medical  costs  during 
the  past  decade  is  represented  by  the  share  of 
the  medical  dollar  going  to  hospitals.  Much  of 
the  increase  in  the  operating  costs  of  hospitals 
is  represented  by  increases  in  salaries  paid  to 
nonprofessional  employees,  to  nurses,  and  to  full- 
time staff  physicians.  These  increases  have  oc- 
curred whether  the  hospitals  were  administered 
privately  or  publicly.  Add  to  these  the  infla- 
tionary pressures  and  the  daily  cost  of  a hospital 
bed  may  actually  reach  $100  in  the  near  future. 

“It  is  difficult  to  see  what  useful  purpose  the 
new  special  study  will  achieve.” 

I believe  it  is  unfortunate  this  turn  of  events 
occurred.  I can  honestly  see  no  proper  solution 
to  the  problem  in  the  immediate  future;  perhaps 
future  generations  will  benefit  from  the  mistakes 
in  the  past  few  years  of  the  present  generation 
and  will  decide  to  return  to  a “pay-as-you-can 
type  of  medical  service.  It  is  interesting  to  note 
on  1 July  1966,  the  date  the  United  States  put 
into  effect  its  new  Medicare  Law,  all  British 
subjects,  both  old  and  young,  were  offered  a 
paying  alternative  to  the  free  National  Health 
Service  when  a company  named  the  Independent 
Medical  Services,  Limited,  offered  to  sell  for 
cash  what  they  had  been  getting  free  for  nearly 
two  decades.  The  reason  behind  this  step  was 
that  public  opinion  polls  showed  30  to  40  per- 
cent of  Her  Majesty’s  subjects  were  not  satisfied 
with  the  free  “cradle-to-grave”  state  medicine. 
They  preferred  to  make  private  arrangements, 
with  a family  doctor  and  this  company,  for  a 
moderate  charge. 

Since  we,  in  this  country,  have  not  been 
willing  to  learn  from  British  experience,  perhaps 
future  generations  will  learn  from  our  experience 
with  this  step  toward  Federal  medicine  or,  if 
you  prefer,  toward  Fedicare. 
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Does  he  really  care? 

Is  he  alert,  encouraged, 
positive  and  optimistic 
about  getting  out  of  bed 
and  back  to  work  soon? 

Or  is  he  giving  in  to 
the  depressing  impact 
of  confinement? 

When  functional  fatigue 
complicates  convalescence, 
Alertonic  can  help... 


Pleasant-tastirig  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Alertonic 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  B2)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bg),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications : As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


\ THE  WM.  S.  MERRELL  COMPANY 

Merrell  ) Division  of  Richardson-Merrell  Inc. 

X Cincinnati,  Ohio  45215 
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clinical  psychology 
psychiatric  social  work 

and  family  counselling 


505T  NORTH  34fh  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  — 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M-D. 

William  S.  Stone,  M.D. 

George  A;  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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IRA  E.  HARRIS,  M.D. 
1909-1966 


IN  MEMORIAM 


Ira  Eugene  “Sky”  Harris  passed  away  October 
19,  1966,  while  doing  what  he  liked  best,  working 
in  surgery. 

“Sky,”  a nickname  from  his  college  days,  was 
born  in  Bryson  City,  North  Carolina,  on  October 
12,  1909.  He  received  his  Bachelor  of  Arts  degree 
in  1929  and  Bachelor  of  Science  degree  in  1931 
from  Wake  Forest  College.  In  1933,  he  received 
his  Doctor  of  Medicine  degree  from  Northwest- 
ern Medical  College.  “Sky”  came  to  Phoenix  in 
1934  after  interning  at  Atlantic  City  Hospital. 
During  the  next  year  and  a half,  he  served  as  a 
resident  in  surgery  at  Good  Samaritan  Hospital 
and  as  physician  for  a transient  workers  camp. 

In  1935  he  came  to  Miami,  and  in  1942  he 
was  appointed  Chief  Surgeon  and  Administrator 
of  Miami-Inspiration  Hospital,  a post  he  held 


until  his  death  in  1966. 

“Sky”  was  a fellow  in  the  American  College  of 
Surgeons  and  a charter  member  of  the  South- 
western Surgical  Congress. 

His  family  includes  Marjorie,  his  wife,  a son 
Bill,  who  is  a junior  student  of  Pomona  College 
and  a daughter  Ann,  who  is  a sophomore  at 
Miami  High  School  . 

As  a surgeon,  “Sky”  is  best  remembered  for 
his  dedication  to  his  work  and  for  his  astuteness 
in  handling  difficult  situations.  In  dealing  with 
his  colleagues  and  co-workers,  his  willingness 
to  help  was  unstinting  and  he  always  showed  a 
fine  sense  of  fair  play.  His  going  has  indeed  left 
a big  vacant  space  among  his  family,  his  many 
patients,  co-workers  and  friends. 
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Photo  professionally  posed 


Mike  eMpects  a penicillin  inlection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen*Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  dueto  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphyiaxis  shouid  be  readily  available:  epinephrine,  oxygen 
and  pri®sor  dru-gs-.for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  .at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  ^-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


pen-Vee^K 

(potassium  phenoxymethyl  penicillin) 


CORRESPONDENCE 


November  9,  1966 

Paul  Jarrett,  M.D.,  President  — ArMA 
Dear  Dr.  Jarrett: 

Now  that  the  meeting  with  the  Arizona  Hos- 
pital Association  people  is  past,  I wish  to  make 
some  comments  concerning  background,  the 
meeting  itself,  and  some  suggestions  as  to  our 
future  position. 

On  the  whole,  the  meeting  was  fruitful,  low- 
key,  and  friendly.  I am  glad  of  the  opportunity 
to  have  met  with  these  people.  As  is  always  the 
case  when  difficult  problems  are  discussed,  we 
did  not  arrive  at  any  solutions.  These  problems 
will  demand  intensive  and  maybe  prolonged 
study.  The  ARHA  people  impressed  me  as  being 
sincere  and  in  search  of  solutions. 

1.  Now  let  us  look  at  the  meeting,  as  I under- 
stood it,  in  more  detail.  As  to  doctors  on  hospital 
boards,  it  was  brought  out  that  this  option  is 
ours.  Hundreds  of  hospitals  have  doctors  on 
hospital  boards.  It  was  adequately  shown  that 
“there  is  no  conflict”  when  doctors  are  on  hos- 
pital boards,  but  that  communication  is  actually 
improved.  It  is  an  option  that  rightly  belongs 
to  US;  one  that  was  given  us  by  the  American 
Hospital  Association.  These  people  voided  this 
option,  i.e.,  they  have  taken  a stand  against  it 
and  will  defend  their  position  with  their  power 
and  influence.  In  all  fairness,  it  seems  to  me 
that  they  are  looking  in  the  wrong  direction.  The 
AHA  has  said  that  we  may  have  doctors  on  the 
board.  If  the  ARHA  disagrees,  they  should  go 
to  their  mother  organization  and  ask  that  this 
option  be  voided.  They  should  not  come  to  us 
and  say  this  is  your  right,  but  we  choose  to 
withhold  it. 

2.  As  concerns  litigation  and  the  implications 
mentioned  by  association  attorney,  I venture  a 
guess  that  the  one  member  hospital  that  has  had 
the  most  litigation  — actual  and  pending  during 
the  immediate  past  — has  been  a member  who 
had  no  doctor  on  the  board  and  over  the  years 
has  had  little  bonafide  communication  with  staff 
members  and  public.  This  hospital  has  also  had 
a self-perpetuating  board. 

3.  I disagree  with  the  position  they  take  con- 
cerning personnel  of  hospital  boards.  The  AHA 
spells  out  what  they  consider  good  practice.  They 
say  that  a member  should  be  on  a board  for  a 
three-year  term,  can  be  re-lected  to  another 
three-year  term,  but  MUST  DROP  OUT  for 
one  term  before  he  stands  again  for  election. 
How  can  a hospital  like  Good  Samaritan  whose 


board  members  are  self-appointed,  adequately 
represent  the  hospital  and  community?  Do  they 
not  become  out  of  touch  with  reality?  Does  not 
this  sort  of  thing  lead  to  a tete-a-tete  between 
the  administrator  and  the  board?  While  the 
physical  plant  may  look  beautiful  and  the  oper- 
ation appear  to  be  deluxe,  is  there  not  under- 
current and  misunderstanding  that  leaves  much 
to  be  desired?  Do  not  the  incumbents  really 
become  recumbents? 

4.  Arizona  State  Hospital  philosophy  of  com- 
munication between  staff  and  board  brings  sev- 
eral questions  to  my  mind.  Are  there  not  times 
when  hospital  administrators  withhold  facts  from 
hospital  boards?  How  many  hospital  administra- 
tors are  properly  trained  for  their  jobs?  How 
many  administrators  weigh  each  problem  and 
present  it  to  the  board  in  a completely  objec- 
tive manner,  even  thougli  it  may  jeopardize  their 
job  security?  How  many  boards  are  almost  total- 
ly informed  by  the  administrator? 

5.  Their  position  that  no  doctor  can  be  on  a 
hospital  board  because  he  will  be  wearing  “two 
hats”  is  entirely  invalid.  Final  decisions  rests 
with  the  board.  Actually  the  board  knows  very 
little  about  doctors.  Doctors  are  policed  by  doc- 
tors, although  the  responsibility  lies  with  the 
board,  all  their  information  comes  from  doctors 
and  all  the  work  in  this  area  is  done  by  doctors. 
Their  position  is  so  unfair  and  immature  that  I 
choose  to  pass  it  without  further  comment, 
reminding  you  only  that  there  are  ‘Tiundreds  of 
hospitals  who  have  doctors  on  their  hospital 
boards.”  When  AHA  quotes  Dr.  MacEachern, 
we  should  quote  Osier’s  early  editions. 

6.  In  order  to  be  a member  of  a hospital  staff, 
a doctor  must  be  qualified  by  training.  He  is  in- 
vestigated, interviewed,  and  finally  recommend- 
ed. His  hospital  privileges  are  granted  by  his  col- 
leagues, his  work  is  investigated  by  his  col- 
leagues, his  privileges  may  be  upgraded  or  down- 
graded by  his  colleagues,  and  this  is  a fact  of 
life  he  must  face  each  year  as  long  as  he  is  in 
practice.  On  the  other  hand,  there  are,  as  far  as  I 
know,  no  spelled-out  qualifieations  for  a hos- 
pital board  member.  In  many  eases,  there  is  no 
limit  to  the  time  he  may  serve,  there  are  no 
competency  requirements  he  must  meet.  This 
leads  us  to  say  that,  by  and  large,  hospital 
board  members  are  ill-equipped,  and  I would 
venture  a guess  that  90%  of  them  have  never 
read  the  manuals  of  the  AHA,  to  know  what 
their  duties  really  are.  I would  go  so  flu'  as  to 
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say  some  hospital  board  members  as  individuals 
are  antagonistic  toward  doctors  and  use  their 
positions  to  exercise  their  frustrations.  I do  not 
say  this  is  the  rule,  but  it  does  exist. 

7.  We  believe  administrators  of  hospitals  should 
be  required  to  meet  standards  and  requirements 
the  same  as  a staff  doctor.  There  is  a great  dif- 
ference when  you  consider  the  requirements  and 
discipline  under  which  a doctor  must  labor, 
but  the  administrator  and  board  members,  as 
far  as  I know,  have  no  spelled-out  requirements 
or  regulations.  How  many  board  members  have 
been  to  hospital  association  meetings?  How 
many  times  have  hospital  association  personnel 
met  with  individual  boards  to  answer  their  ques- 
tions and  explain  their  duties?  Does  the  ARHA 
itself  pay  any  attention  to  the  doings,  actions, 
or  philosophy  of  its  individual  hospital  members? 
Can  the  best  hospital  service  be  obtained  where 
great  inbalance  exists? 

Now  some  suggestions  — 1 ) The  quality  and 
competence  of  board  members  and  administra- 
tors should  be  upgraded.  The  association  should 
have  a workable  method  of  keeping  in  contact 
with  its  members  and  knowing  what  they  are 
doing. 

2 ) Hospital  boards  and  administrators  should 
be  required  to  attend  regional  seminars  in  their 
own  hospitals  or  in  association  with  other  hos- 
pitals in  order  to  learn  and  re-learn  their  duties. 

3)  No  state  hospital  association  should  deny 
a doctor  an  option  that  the  national  association 
gives  him.  Doctors  are  citizens,  they  have  re- 
sponsibilities in  the  community,  they  serve  in 
positions  of  trust,  they  are  leaders  in  their  re- 
spective areas.  Is  it  fair  for  hospitals  to  look  to 
the  doctor  when  they  wish  to  raise  funds,  but 
deny  him  a citizen’s  rights? 

4)  Is  it  only  a matter  of  time  until  hospitals 
will  be  unionized?  How  will  that  affect  the 
doctor  and  the  hospital  itself?  Will  not  Medicare 
and  other  social  programs  not  yet  implemented, 
but  which  will  sure  come,  load  the  doctor  with 
paper  work  to  the  utter  breaking  point?  Will 
not  the  doctor  be  doing  much  of  the  hospital’s 
paper  work  with  no  renumeration  and  very  little 
thanks?  Due  to  a training  lag,  will  not  hospital 
people  become  percentage-wise  less  competent? 

5)  I would  hope  that  as  suggested,  a com- 
mittee composed  of  members  of  the  state  med- 
ical society  and  hospital  association  meet  to 
discuss  mutual  problems.  I would  hope  that 
these  meetings  would  take  place  at  least  twice 


yearly.  I suggest  that  all  doctors  and  all  hospitals 
be  informed  of  this  decision  and  that  they  be 
invited  to  file  complaints  and  suggestions  with 
their  respective  representatives  in  order  that 
their  problems  may  be  discussed  at  these  liaison 
meetings. 

The  world  of  medicine  is  changing.  Our  re- 
lationships must  change.  We  must  be  basic  in 
our  approach  and  not  superficial  and  piecemeal. 
Yours  truly, 

Alelvin  L.  Kent,  M.D.,  Chairman 
ArMA  Liaison  Committee  with  the 
Arizona  Hospital  Association 

November  30,  1966 

Paul  B.  Jarrett,  AI.D. 

Dear  Paul: 

I read  with  great  interest  your  recent  article 
in  the  November  issue  of  Arizona  Medicine. 

All  too  often  we  as  physicians  find  ourselves 
placed  in  a position  of  being  somewhat  restrict- 
ed in  our  treatment  of  the  patient.  A reasonable 
understanding  on  the  part  of  the  parents  of  the 
dangers  involved  is  necessary.  When  unusual 
or  different  religious  convictions  are  expressed 
that  interfere  with  a physician’s  treatment  of 
the  patient  it  is  my  opinion  that  the  wishes  of 
the  patient  or  parent  should  be  obeyed.  How- 
ever, with  such  a restriction  placed  on  us  as 
physicians  it  then  becomes  mandatory  either 
for  us  to  withdraw  from  the  case  or  to  explain 
thoroughly,  in  the  presence  of  witnesses,  that 
our  actions  are  restricted  and  that  a bad  result, 
even  the  death  of  the  patient,  might  occur  due 
to  the  restrictions  placed  upon  us. 

The  very  nature  of  our  Raining  makes  us 
autocratic  and  dictatorial.  This  is  I believe 
necessary  for  the  training  of  a physician.  How- 
ever, complications  do  arise  and  patients  do 
die  following  different  procedures  that  are  per- 
formed upon  them.  When  we  are  somewhat 
restricted  as  to  our  activities  so  are  our  respon- 
sibilities somewhat  restricted.  As  a result  it 
becomes  vitally  necessary  to  impress  upon  the 
parent  that  much  of  the  responsibility  now  falls 
on  their  shoulders.  If  this  is  clearly  understood 
by  both  the  parents  and  the  physician  then  the 
result  is  usually  acceptable  by  both  parties. 

The  whole  subject  of  course  is  a most  fascinat- 
ing one  and  I am  sure  will  be  with  us  as  long  as 
there  are  patients  and  doctors. 

With  kindest  personal  regards. 

Sincerely  yours, 

Webster  LeGene  Sage,  Jr.,  M.D. 
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Audrey 

If  President  Jcimes  K.  Polk  Inid  shirred  the 
opinion  of  Dr.  John  Strother  Griffin,  assistant 
surgeon  to  General  Stephen  \^krtts  Kearny,  Ari- 
zona wonld  not  have  eventually  become  the  48th 
state  of  the  Union.  Two  entries  Dr.  Griffin 
made  in  his  diary,  as  the  army  marched  through 
Arizona,  substantiate  this  theory.  The  first  was 
written  Octcber  3,  1846,  and  reads  in  part,  “I  am 
damned  if  I do  call  this  Uncle  Sam,  whatever 
Mr.  Polk  may  say.”^  The  other  entry  was  noted 
w’hen  the  army  was  spending  a night  close  to 
Mineral  Greek  near  Ray,  Arizona,  and  reads, 
every  bush  in  the  country  is  full  of  thorns  — 
and  every  piece  of  grass  so  soon  as  it  is  broken 
becomes  a thorn  at  both  ends  — every  rock  you 
turn  over  has  a tarantula  or  centipede  under  it, 
and  Garson  says  in  the  summer  — the  most 
beautiful  specimens  of  rattle  snakes  are  scattered 
around  in  the  greatest  profusion.  The  fact  is  take 
the  country  all  together,  and  I defy  any  man 
who  has  not  seen  it  — or  one  as  utterly  worthless 
— even  to  imagine  any  so  barren  — The  cactus 
is  the  onb'  thing  that  does  grow,  and  we  saw 
some  of  them  yesterday  — I should  say  50  feet 
high  — one  measured  and  found  to  be  45  feet 
high.”' 

Dr.  Griffin  was  born  (1816)  in  Virginia,  and 
received  his  medical  degree  (1837)®  from  the 


by 

D.  Stevens 

University  of  Pennsylvania.^  He  entered  the 
army  in  1840’  and  resigned  his  commission  in 
1853  to  devote  his  energy  on  the  civic  and  med- 
ical affairs  of  Los  Angeles,  Galifornia. 

In  1852,  he  started  the  idea  of  estcdDlishing  a 
county  hospital  but  the  Gity  Fathers  were  not 
in  agreement  with  Dr.  Griffin  until  1878,  when 
the  Los  Angeles  General  Hospital  was  estab- 
lished.® In  1856,  he  became  superintendent  of 
the  Los  Angeles  schools  and  married  Miss  Louisa 
Hayes,  the  first  woman  to  teach  in  the  Los 
Angeles  public  schools.^  In  1871,  he  also  helped 
re-organize  the  Los  Angeles  Medical  Association 
iuid  was  its  first  president.® 

Pie  was  considered  a very  good  surgeon  and 
on  occasion  traveled  as  far  as  San  Francisco  to 
perform  or  to  assist  in  performing  surgery.®  Dr. 
Griffin  died  at  his  home  in  Los  Angeles  in 
1898.'" 

In  1958,  near  the  spot  where  Dr.  Griffin  made 
the  derogatory  remarks  concerning  our  great 
state,  the  John  W.  Galbreath  Gorporation,  with 
the  aid  of  Kennecott  Gopper  Gorporation  found- 
ed a new  community  and  named  it  after  Dr. 
Griffin’s  superior  officer.  General  Kearny. 

References  on  Request 
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Pneumococci 


Penicillin-Sensitive 

Staphylococci 


w^' 


CrM'-¥-V-' 


Beta-Hemo'lytlc 

Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 


Staph. Aureus[Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 

MIC  (meg. /ml.)  MIC  (meg. /ml.)  MIC  (meg./ml.) 

Antibiotic  Median  Range  Medion Ronge Med'O^ 


Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R,:  Current  Then.  Res.,  6 253,  1964. 


V-qilin  K 

Potassium  Phenoxymethyl  Penicillin 


700157 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses  j 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin''^  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  if  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications;  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication;  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin! 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued,  j' 
Adverse  Reactions:  Although  serious  allergic  reactions  are  m ( 
less  common  with  administration  of  oral  penicillin  than  with  intramusl 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,' 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillir 
administered,  measures  for  treating  anaphylaxis  should  be  reac 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamir 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  ov 
growth  of  antibiotic-resistant  organisms,-  in  such  a case,  antibiotic  c 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cil 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  unit 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  i 
fonts,  the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divide 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bad 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a dc 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  d 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Dc 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  om 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrc 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,01 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  da 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  si 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderate 
severe  pneumococcus  pneumonia  has  been  treated  effectively  wi 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  givi 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proc 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  f 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  f 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphi 
should  have  a dark-field  examination  before  receiving  penicillin  ai 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied;  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units), 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg,  (800,01 
units)  in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  p 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  In 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  In  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 
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AIVIES 


’henaphen 
.ith  Codeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffei nates 


■ach  capsule  contains: 

'henobarbital  [Va  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

aspirin  {2V2  gr.) 162.0  mg. 

’henacetin  (3  gr.) 194.0  mg. 

lyoscyamine  sulfate 0.031  mg. 

Jodeine  phosphate % gr.  (No.  2), 


1/2  gr.  (No.3),1  gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


tablets 


(noreth  indrone  2 mg,  c mestranol  w 0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 

Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-is  and  an  acceleration 
of  endometrial  changes. with 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


Arizona  Medicine 


plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


CoLitraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References;  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher.  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5-  Hammond,  D.  0.:  Ibid.  6.  Rice-Wray,  E.. 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Sterii 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E-,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9-  Tyler,  E.  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,J.,and  Maqueo.-Topete,  M . : Fertil  Sterii 
16:158  (Mar. -Apr.)  1965.  11«  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  AppI  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E..  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.;  AppI  Ther 
6:427  (May)  1964.  16.  Newland.  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives  

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAt  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 

These  advantageous,  time-saving  features: 

• Adjoining  Scottsdale  Baptist  Hospital  • Spacious  parking  lot  for  patients 

• Heat,  Air  Conditioning,  all  electric  service,  • Covered  parking  for  tenants 
daily  janitor  service  furnished 

DENTIST  DENTAL  LAB.  OBSTETRICS  & GYNECOLOGY  PSYCHIATRY 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake  Roy  O.  Young,  M.D.  Murray  Urie,  M.D. 

Patrick  Ryan,  D.D.S  Gregory  C.  Smith,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  PHYSICAL  THERAPIST  RADIOLOGY  OTHERS 

Thomas  B.  Jarvis,  M.D.  Jean  Hoffman,  R.P.T.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 
Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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Medical  Testimony  Without  Bias 


Richard  P.  Bergen 


The  most  frequent  experience  that  physicians 
are  apt  to  have  with  the  law  is  as  expert  witness- 
es in  personal  injury  lawsuits.  Cases  of  this  kind 
make  up  the  bulk  of  the  litigation  in  our  con- 
gested courts. 

In  these  lawsuits,  the  medical  issues  are  often 
the  most  crucial  factor  in  the  disposition  of  dis- 
puted claims.  What  is  the  nature  of  the  injury, 
if  any,  suffered  by  the  claimant?  What  caused 
the  injury?  What  are  the  probable  future  con- 
sequences of  the  injury?  These  are  all  questions 
that  only  a medical  expert  can  answer. 

The  medical  profession,  therefore,  has  a sub- 
stantial and  indispensable  role  in  the  adminis- 
tration of  justice.  The  impartiality  and  integrity 
with  which  individual  physicians  perform  this 
role  governs,  to  a large  extent,  the  quality  of 
justice  that  is  available  to  the  public. 

Prepared  by  the  AMA  Law  Department. 


The  Expert  Witness 

Ordinarily,  a witness  is  permitted  to  testify 
as  to  facts  and  circumstances  within  his  personal 
knowledge.  He  is  not  permitted  to  state  his 
opinion  in  most  instances.  Sometimes,  however, 
the  court  or  the  jury  cannot  reach  a just  de- 
termination of  a claim  which  involves  technical 
matters  beyond  the  knowledge  of  a layman  with- 
out the  guidance  of  the  opinions  of  experts  in 
the  technical  field.  Medicine  is  one  of  the  tech- 
nical fields  of  this  nature. 

Any  licensed  physician  is  considered  to  be  an 
expert,  qualified  to  give  opinion  testimony  in 
the  field  of  medicine.  The  extent  of  his  exper- 
ience or  his  specialty  qualification  may  affect 
the  persuasiveness  of  his  opinion,  but  not  his 
right  to  give  an  opinion. 

A medical  opinion  may  be  based  upon  the 
physician’s  examination  of  the  person  whose 
health  is  in  issue  or  upon  a hypothetical  question 
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which  sets  forth  facts  which  have  been  intro- 
duced in  evidence.  A physician  who  has  exam- 
ined a party  for  the  purpose  of  treatment  may 
include  the  statements  of  the  person  examined 
as  a part  of  the  basis  for  his  opinion.  The  phy- 
sician who  examines  only  as  a preparation  for 
giving  testimony  may  not  give  consideration  to 
such  statements. 

Because  of  the  strong  influence  that  opinion 
testimony  of  expert  witnesses  may  have  upon  a 
jury,  certain  safeguards  are  established  in  judi- 
cial procedure.  The  most  important  of  these  is 
the  right  of  cross-examination.  This  may  be  used 
to  disclose  any  lack  of  expertise,  or  bias,  or  mis- 
conception on  the  part  of  the  witness.  The 
physician  who  has  a good  medical  background 
and  who  gives  honest  and  objective  opinions, 
however,  has  little  to  fear  from  cross-examin- 
ation. 

The  Adversary  Proceeding 

The  trial  of  a lawsuit  is  traditionally  an  adver- 
sary proceeding,  derived  from  the  ancient  custom 
of  trial  by  combat.  Attorneys  representing  the 
opposing  parties  have  a right  and  duty  to  present 
the  disputed  issues  in  a light  most  favorable  to 
their  respective  clients,  by  every  lawful  and 
ethical  means  at  their  command. 

At  one  time,  many  lawsuits  were  decided  on 
technicalities  of  legal  procedure.  The  contest 
often  became  one  of  technical  skills,  and  the 
merits  of  the  case  were  sometimes  of  little  im- 
portance. Under  modern  procedural  codes,  how- 
ever, most  of  the  technicalities  have  been  elim- 
inated and  those  which  remain  substantially 
serve  the  interest  of  justice  in  judicial  proceed- 
ings. 

Likewise,  the  trials  of  former  days  often  ap- 
peared to  be  contests  over  the  withholding  or 
concealment  of  evidence.  The  trend  in  modern 
practice,  however,  is  toward  full  disclosure  of 
facts.  Modern  discovery  procedures  are  helpful 
in  this  direction. 

Nevertheless,  opposing  attorneys  in  a lawsuit 
are  adversaries.  They  are  supposed  to  be  biased 
and  partisan  in  representing  the  interests  of 
their  clients.  In  practice,  many  attorneys  con- 
sistently represent  claimants,  and  another  large 
group  consistently  represents  defendants.  On 
both  sides  of  the  fence,  most  of  the  attorneys  are 


honest,  able,  and  conscientious.  Only  a few 
attorneys  on  either  side  appear  to  be  venal  and 
unscrupulous;  fortunately,  they  are  very  few. 

The  adversary  procedure  has,  over  the  years, 
proved  to  be  an  effective  means  for  achieving 
justice.  It  is,  however,  something  rather  foreign 
to  the  education,  background  and  experience 
of  the  average  physician.  Reptuable  medical 
theories  are,  of  course,  subjected  to  the  trial  of 
professional  acceptance.  This  involves  investiga- 
tion, publication,  review,  criticism,  and  confirma- 
tion, all  with  the  freest  possible  exchange  of  all 
available  data.  In  the  treatment  of  patients, 
moreover,  the  procedure  is  cooperative  rather 
than  adversary. 

The  physician,  as  an  expert  witness,  becomes 
unavoidably  embroiled  in  this  adversary  proce- 
dure. He  may  be  repelled  by  it  and  seek  to 
avoid  the  role  of  witness.  On  the  other  hand,  he 
may  become  fascinated  by  the  new  experience 
to  the  extent  that  he  wants  to  become  a partisan, 
himself.  Neither  extreme  is  appropriate. 

As  a citizen  and  as  a professional  man  with 
special  training  and  experience,  the  physician 
has  an  obligation  to  assist  in  the  administration 
of  justice.  If  his  patient  has  a legitimate  claim 
for  personal  injury,  he  has  a special  obligation  to 
give  him  assistance.  If  called  upon  to  examine 
a party  for  the  purpose  of  litigation,  the  phy- 
sician also  has  an  obligation  to  do  so,  within 
reasonable  limits,  if  the  medical  issue  in  question 
is  within  the  area  of  his  expertise. 

In  no  event,  however,  should  the  medical 
witness  allow  himself  to  become  an  advocate  or 
a partisan  in  the  trial.  He  should  not  withhold, 
conceal  or  distort  information.  He  should  not 
slant  or  twist  his  medical  opinion.  In  short,  he 
should  maintain  a scientific  objectivity.  His  sym- 
pathy for  an  injured  patient  must  not  sway  his 
professional  judgment.  His  concern  about  in- 
creasing insurance  premiums  must  not  affect  his 
opinion.  It  is  not  easy  to  maintain  such  objec- 
tivity, but  it  is  essential  for  the  administration 
of  justice  and  to  maintain  the  honor  and  dignity 
of  the  medical  profession. 

Preparation  for  the  Role  of  Witness 

A physician  who  will  testify  as  a medical 
witness  needs  to  have  adequate  preparation  for 
that  role,  if  he  is  to  fulfill  it  effectively  and 
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creditably.  His  professional  qualifications,  of 
course,  are  basie  and,  for  the  purpose  of  this 
diseussion,  can  be  assumed.  He  does,  however, 
require  specific  preparation  for  this  specific  task. 

Regardless  of  how  the  physician  may  have 
been  selected  to  participate  in  the  judicial  pro- 
cess, his  first  function  is  likely  to  be  the  prepara- 
ton  of  a medical  report.  A report  prepared  for 
purposes  of  litigation  is,  of  course,  different 
from  a medical  report  or  record  prepared  for 
purposes  of  treatment.  The  attorney  who  asks  for 
the  report  should  assist  in  the  preparation  by 
making  it  clear  to  the  physician  what  the  con- 
flicting claims  are  or  may  be  in  the  litigation 
and  what  medical  issues  may  arise.  He  should 
indicate  the  need  for  the  report  to  contain  sup- 
portive data  to  back  up  any  medical  opinions 
and  conclusions  which  may  be  included.  He 
should  encourage  the  physician  to  make  use  of 
whatever  diagnostic  tests  may  be  necessary  and 
to  explain  why  certain  tests  were  not  necessary, 
if  that  is  the  case. 

No  reputable  attorney  will  ever  tell  a phy- 
sician what  medical  judgments  or  conclusions 
he  should  make.  He  will  not  attempt  to  enlist 
the  physician  as  a partisan.  He  will  not  encour- 
age the  concealment  of  relevant  information 
from  the  opposing  party.  The  primary  objective 
must  always  be  the  honest  evaluation  of  the 
medical  issues  which  have  been  raised. 

In  many  instances,  a personal  injury  claim  will 
be  settled  without  trial  on  the  basis  of  the  med- 
ical reports.  If  it  is  not,  the  medical  witness  is 
apt  to  be  called  upon  to  give  testimony  either 
in  court  or  upon  deposition. 

In  that  event,  the  physician  should  have  the 
benefit  of  even  more  intensive  preparation.  The 
attorney  who  properly  prepares  his  case  will 
request  conferences  with  the  witness.  Such  con- 
ferences are  entirely  proper  and  should  be  held. 
The  attorney  should  review  the  questions  he  will 
ask  and  the  answers  that  will  be  given.  He  may 
suggest  changes  in  language  which  will  help 
to  clarify  the  testimony  and  make  it  more  rmder- 
standable  to  the  jury.  No  reputable  attorney  will 
attempt  to  coach  the  witness.  No  reputable  phy- 
sician will  make  any  substantive  change  in  his 
testimony  to  satisfy  an  unscrupulous  attorney. 

The  attorney  will  review  the  physician’s  pro- 
fessional qualifications  and  explain  the  reasons 
for  presenting  them  to  the  jury.  He  will  familiar- 


ize the  witness  with  the  kind  of  questions  he  is 
apt  to  be  asked  on  cross-examination,  and  will 
explain  the  necessity  for  this  procedure.  He  will 
encourage  the  witness  to  review  current  medical 
literature  and  textbooks  which  may  have  a bear- 
ing on  his  expert  opinion. 

In  addition,  the  attorney  will  advise  the  phy- 
sician as  to  the  appearance  and  decorum  that 
should  be  maintained  while  testifying.  Regard- 
less of  the  basic  qualifications  of  the  witness,  his 
ability  to  persuade  the  jury  may  depend  to  a 
substantial  extent  upon  these  minor  factors. 

With  adequate  preparation,  the  physician  will 
find  that  the  role  of  medical  witness  is  not  an 
ordeal.  Rather,  it  will  be  a satisfying  experience. 

Problems  About  Fees 

One  major  source  of  friction  between  the  med- 
ical and  legal  professions  is  the  question  of  the 
payment  of  fees  for  medicolegal  services  done 
in  connection  with  litigation.  This  problem  aris- 
es, in  part,  from  differences  in  practices  between 
the  two  professions. 

The  practice  of  contingent  fees  in  personal 
injury  cases  is  well  established  in  the  legal  pro- 
fession. Despite  some  serious  objections  to  this 
practice,  it  does  furnish  the  only  presently  avail- 
able means  of  assuring  legal  representation  for 
people  with  low  income. 

In  the  medical  profession,  however,  contin- 
gent fees  for  physicians  are  considered  unethical. 
Neither  the  payment  nor  the  amount  of  a phy- 
sician’s fees  may  be  dependent  upon  the  outcome 
of  litigation.  Physicians,  naturally,  have  stren- 
uous objections  if  they  are  called  upon  as  a 
medical  witness  but  are  not  paid  for  their 
services. 

Strictly  speaking,  the  duty  to  pay  for  expenses 
of  litigation,  including  witness  fees,  is  that  of 
the  client  and  not  of  the  attorney.  An  attorney 
can,  however,  advance  payments  on  behalf  of 
his  client,  with  the  right  of  subsequent  recovery 
from  the  client.  This  practice  is  almost  uni- 
versally followed  with  respect  to  expenses  for 
filing  fees,  court  reporters,  investigators,  photo- 
graphs and  other  essential  services.  There  is 
ample  justification  for  following  this  practice 
with  respect  to  medicolegal  fees  for  physicians’ 
services. 
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Look  how  many  ways 

Thorazine* 

brand  of 

chiorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetlc 

Agitation 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

H iccu  ps— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  stafement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  in  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  tor  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages); 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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MEDICINE  AND  CHIROPRACTIC 


H.  Thomas  Ballantine,  Jr.,  M.D. 


For  the  past  53  years  a well-organized  and 
determined  band  of  practitioners  has  impor- 
tuned the  state  legislatures  of  this  country  for 
permission  to  administer  to  the  health  needs  of 
the  people.  Their  efforts  have  been  so  successful 
in  the  political  arena  that  48  states  license  them. 
These  individuals  call  themselves  chiropractors; 
their  aggregate  number  is  variously  estimated 
at  from  15,000  to  25,000  and  it  is  claimed  that 
about  four  million  people  consult  them  in  any 
one  year. 

In  1966,  the  American  Chiropractic  Associa- 
tion published  a brochure  entitled  What  Med- 
icine Reallij  Thinks  About  Chiropractic.  The 
authors  were  C.  W.  Weiant  “dean  emeritus  of 
the  Chiropractic  Institute  of  New  York”  and  S. 
Goldschmidt,  “member  Special  Committee  on 
Political  Education,  American  Chiropractic  As- 
sociation.” Two  statements  in  their  introduction 
to  a defense  of  chiropractic  present  the  saHent 
points  to  be  dealt  with  here.  The  first  reads  as 
follows:* 

“In  this  brochure  we  present  the  inside  story 
of  a conflict  of  which  the  average  layman  is 
but  dimly  aware.  It  is  the  story  of  struggle  be- 
tween two  professions,  medicine  and  chiroprac- 
tic, a struggle  in  which  organized  medicine  seeks 
relentlessly  to  stifle  the  development  and  spread 
of  the  younger  healing  art,  and  chiropractic 
seeks  to  survive.  Seen  through  the  eyes  of  the 
M.D.,  the  issues  were  at  first  simple  enough. 
Medicine  stood  for  science  while  chiropractic 

Presented  before  Third  National  Congress  on  Medical  Quackery, 
October  7-8,  1966,  Chicago,  Illinois.  Co-sp>onsored  by  American 
Medical  Association  and  National  Health  Council. 


was  synonymous  with  quackery,  and  the  two 
obvious  remedies  were  public  education  and 
legal  harassment.” 

The  second  important  statement  by  these  au- 
thors is  “The  present  direction  of  the  conflict 
poses  a serious  threat  to  a basic  human  right; 
namely  the  right  to  a doctor  of  one’s  choice,  the 
right  to  follow  a course  of  action  with  respect 
to  one’s  person  which,  according  to  one’s  lights, 
hold  the  greatest  promise  for  health  and  well- 
being, including  the  right  to  make  a mistake.” 

These  chiropractors  have,  then,  raised  several 
points  which  should  be  worth  serious  considera- 
tion. Those  of  greatest  interest  to  this  discussion 
are: 

1.  A definition  of  quacks  and  quackery. 

2.  An  inquiry  into  the  role  and  obligation 
of  the  physician  in  reference  to  quacks 
and  quackery. 

3.  A definition  of  chiropractic. 

4.  A description  of  the  chiropractor  as  a 
health  practitioner. 

5.  The  characteristics  of  chiropractic  which 
might  or  might  not  qualify  the  chiroprac- 
tor to  be  identified  as  a quack. 

To  deal  in  an  intelHgent,  impartial  and  objec- 
tive fashion  with  the  points  raised  by  the  chiro- 
practors acceptable  definitions  will  be  of  prime 
importance. 

DEFINITION  OF  A QUACK 

The  term  “quack”  is  used  commonly  but  usual- 
ly in  an  indefinite  manner;  yet  the  word  is 

“This  and  subsequent  quotations  are  reproduced  verbatim  from 
the  sources  indicated.  The  author  assumes  no  responsibility  for 
errors  in  spelling,  grammar  or  syntax. 
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capable  of  being  clearly  defined.  One  such  defi- 
nition will  be  used  in  this  essay  as  it  appears  in 
the  24th  Edition  of  Borland’s  Illustrated  Medical 
Dictionary:  “One  who  fraudulently  misrepre- 
sents his  ability  and  experience  in  the  diagnosis 
and  treatment  of  disease,  or  the  effects  to  be 
achieved  by  the  treatment  he  offers.”  The  term 
“fraudulent,”  lest  it  be  thought  too  severe  to  be 
included  in  this  description  of  a quack  is  defined 
by  Black’s  Legal  Dictionary  as:  “A  generic  term 
embracing  all  multifarious  means  which  human 
ingenuity  can  devise  and  whieh  are  resorted  to 
by  one  individual  to  get  advantage  over  another 
by  false  suggestions  or  by  suppression  of  truth.” 
A specifie  type  of  fraudulent  activity  called 
“constructive  fraud”  is  further  defined  as  “an 
act,  statement  or  omission  which  operates  as  a 
virtual  fraud  on  an  individual,  or  which,  if  gen- 
erally permitted,  would  be  prejudicial  to  the 
publie  welfare  and  yet  may  have  been  uncon- 
neeted  with  any  selfish  or  evil  design.” 

It  would  appear  that  from  a legal  standpoint 
a quack  need  not  be  ipso  facto  criminally  dis- 
honest: he  may  be  ignorant  or  deluded.  It  is 
true,  however,  that  regardless  of  his  motivation, 
education  or  mental  stability  the  quack  by  defi- 
nition does  misrepresent  his  ability  to  diagnose 
and  treat  disease  or  the  effects  to  be  achieved 
by  the  treatment  he  offers.  As  a result  of  this 
misrepresentation  he  carries  out  fraudulent  ac- 
tivities which  are  prejudicial  to  the  health  of 
the  individuals  consulting  him  and  which  are, 
injurious  to  the  public  welfare. 

MEDICINE  AND  QUACKERY 
Prior  to  the  beginning  of  the  20th  Century  it 
was  possible  for  almost  anyone  in  this  country 
to  set  himself  up  as  a health  practitioner  and 
to  attempt  to  cure  the  ills  of  humanity  in  any 
fashion  which  appealed  to  him.  Eor  hundreds  of 
years,  however,  physicians  and  surgeons  dedi- 
cated to  the  discovery  of  the  true  nature  of  the 
cause  and  cure  of  disease  had  understood  the 
necessity  of  exposing  individuals  who  deeeived 
the  public  by  playing  upon  its  superstitious  and 
ignorant  coneepts  concerning  ill  health.  These 
individuals  were  and  are  quaeks  and  many  of 
the  most  glaring  examples  of  quackery  were 
formerly  to  be  found  within  the  ranks  of  med- 
icine itself.  There  was  for  this  latter  reason  an 
additional  obligation  on  the  part  of  the  medical 
profession  to  protect  the  public  from  misguided 
or  dishonest  practitioners.  Only  relatively  re- 
cently has  it  been  thought  neeessary  to  combat 


cultists  and  quacks  and  faddists  in  general. 

The  interest  of  the  American  Medical  Asso- 
ciation stems  from  the  obvious  fact  that  an  or- 
ganized group  devoted  to  the  same  cause  can 
be  more  effective  than  if  each  person  within  it 
acts  upon  his  own  initiative. 

There  has  also  developed  in  our  culture  which 
I have  chosen  to  call  “the  moral  obligation  of 
the  informed  citizen.”  Eor  example,  groups  of 
engineers,  lawyers  and  even  a nation-wide  or- 
ganization called  “The  Better  Business  Bureau” 
seek  to  protect  us  from  fraudulent  activities  in 
fields  about  which  they  have  special  knowledge. 
If,  as  a result  of  an  educational  process  teachers, 
seientists  and  laymen  interested  in  the  advance- 
ment of  medical  science  and  the  healing  of  the 
sick  become  aware  of  the  existence  of  forms  of 
quackery  in  our  society,  then  as  informed  citi- 
zens these  individuals  have  the  moral  obligation 
to  join  in  eliminating  these  fraudulent  activities. 

If  it  can  be  shown  that,  in  the  words  of  Weiant 
and  Goldschmidt  quoted  earlier,  chiropractie  is 
synonymous  with  quackery  then  some  issue  must 
be  taken  with  their  opening  remarks:  The  con- 
frontation between  medicine  and  chiropractic 
is  not  a struggle  between  two  “professions” 
rather  it  is  more  in  the  nature  of  an  effort  by  an 
informed  group  of  individuals  to  protect  the 
public  from  fraudulent  health  claims  and  prac- 
tices. 

Eor  a chiropractor  to  be  designated  accurately 
as  a quack  according  to  the  definitions  used 
here,  it  is  necessary  to  show  only  that  he  either 
misrepresents  his  ability  to  diagnose  and  treat 
disease  or  that  he  misrepresents  the  effects  to 
be  achieved  by  the  treatment  he  offers,  and  that 
he  does  so  by  false  suggestion  and  suppression 
of  truth.  It  is  not  necessary  to  show  that  the 
chiropractor  does  these  things  out  of  selfish  or 
evil  design. 

But^  before  arriving  at  an  informed  decision 
as  to  whether  chiropractic  is  or  is  not  a form  of 
quackery  it  is  obviously  necessary  to  examine 
carefully  this  so-ealled  “younger  healing  art” 
and  the  practitioners  who  eall  themselves  chiro- 
practors. 

WHAT  IS  CHIROPRACTIC 

Here  again  acceptable  definitions  are  vitally 
necessary  and  for  the  purpose  of  this  essay  one 
submitted  in  1966,  by  the  chiropraetors  to  the 
Massachusetts  Legislature  and  adopted  by  it  in 
the  passage  of  an  act  establishing  a Board  of 
Registration  of  Chiropractors  will  be  used: 
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“Chiropractic,  the  science  of  locating  and  re- 
moving interference  with  the  transmission  or  ex- 
pression of  nerve  force  in  the  human  body,  by 
the  correction  of  misalignments  or  subluxations 
of  the  bony  articulations  and  adjacent  structures, 
more  especially  those  of  the  vertebra  column 
and  pelvis  for  the  purpose  of  restoring  and  main- 
taining health.” 

This  definition  was  used  and  further  elabora- 
tion in  1955,  when  an  attempt  was  made  to 
overturn  a ruling  of  the  Supreme  Judicial  Court 
of  Massachusetts  that  the  practice  of  chiroprac- 
tic was  the  practice  of  medicine.  Paragraph  four 
of  the  petition  presented  to  the  Court  by  a chiro- 
practic association  stated  in  part:  “Chiropractic 
is  a modern  scientific  method  of  healing,  based 
on  the  theory  that  most  human  ailments  or  dis- 
eases are  the  results  of  a displacement  of  the 
vertebrae  of  the  spinal  column,  resulting  in  ab- 
normal pressure  upon  the  neiwes  as  they  emerge. 
Such  pressure  prevents  the  constricted  nerves 
from  transmitting  to  the  various  bodily  organs 
the  mental  impulse  necessary  for  proper  func- 
tioning. Chiropractic  proceeds  on  the  principle 
that  the  nerves  emanating  above  each  vertebrae 
regulate  particular  organs  and  hence,  the  cause 
of  different  ailments  and  diseases  can  be  local- 
ized; that  health  is  possible  when  all  organs 
function  harmoniously,  and  that  by  ascertain- 
ment of  the  subluxation  of  the  spine  and  by 
proper  adjustment  to  release  the  pressure  on  the 
nerves  caused  thereby,  the  cause  of  the  disease 
is  removed  and  the  body  rendered  capable  of 
natural  restoration  to  good  health.  The  chiro- 
practic method  of  adjustment  is  purely  manual, 
and  never  resorts  to  drugs  or  surgery,  and  is  the 
antithesis  of  the  germ  theory  taught  and  accept- 
ed by  physicians  and  surgeons  and  who  treat 
human  disease  as  conquerable  by  the  adminis- 
tration of  drugs  and  medicines.” 

In  another  legal  decision,  Lawrence  versus 
the  Board  of  Registration  in  Medicine,  the  courts 
of  Massachusetts  have  defined  the  practice  of 
medicine  as  an  undertaking  “to  cure  the  ills,  to 
treat  the  ailments,  to  prevent  the  diseases  and 
thus  to  relieve  the  suffering  of  the  race.”  Fur- 
thermore, in  1915,  as  mentioned  above,  the 
Supreme  Judicial  Court  of  the  Commonwealth 
of  Massachusetts  in  an  action  entitled  Common- 
wealth vs.  Zimmerman,  found  that  the  practice 
of  chiropractic  was  actually  the  practice  of 
medicine. 


In  a book  entitled  Chiropractic:  A Modern 
Way  to  Health  written  by  Julius  Dintenfass  and 
published  by  Pyramid  Books  in  1966,  a partial 
list  of  diseases  said  to  be  amenable  to  chiroprac- 
tic treatment  is  as  follows:  Arthritis,  asthma, 
bronchitis,  bursitis,  colitis,  the  common  cold, 
constipation,  digestive  disorders,  dysmenorrhea, 
hay  fever,  headache,  hypertension,  low  back 
pain,  mental  illness,  migraine  and  trigeminal 
neuralgia  or  tic  douloureux.  It  is  of  some  inter- 
est in  reference  to  this  last  named  painful  and 
disabling  affliction  that  the  trigeminal  nerve  is 
confined  wholly  within  the  skull,  has  no  connec- 
tion with  any  spinal  nerve  and  is  absolutely 
impervious  to  e.xternal  manipulation. 

A public  information  bulletin  issued  by  the 
Spears  Chiropractic  Clinic  of  Denver,  Colorado 
states  that  “.  . . we  have  treated  several  thousand 
cancer  cases  by  chiropractic  methods.  Chiro- 
practors treat  cancer  by  adjusting  the  segments 
of  the  spine  to  correct  vertebral  distortions.  . . .” 
WHAT  (OR  WHO)  IS  A CHIROPRACTOR? 

Obviously  he  is  one  who  practices  chiropractic 
but  he  is  even  more  according  to  a brochure 
entitled  “Planning  a Career  in  Chiropractic” 
published  as  a vocational  guidance  manual  by 
the  Department  of  Education  of  the  American 
Chiropractic  Association.  This  brochure  states 
“The  chiropractic  doctor  is  a physician  — a par- 
ticular kind  of  physician.  As  such  he  is  engaged 
in  the  treatment  and  prevention  of  disease  and 
in  the  promotion  of  public  health  and  welfare.” 

In  summary  then,  chiropractors  by  their  own 
definition  are  physicians  engaged  in  the  treat- 
ment and  prevention  of  disease  according  to  a 
particular  theory  which  states  that  human  illness 
is  caused  primarily  by  pressure  upon  the  spinal 
nerves  from  dislocations  of  the  spinal  vertebrae 
and  that  cure  is  obtained  by  manipulating  these 
vertebrae  and  restoring  them  to  proper  align- 
ment. 

What  qualifications  do  chiropractors  need  in 
order  to  be  licensed?  In  1966,  certain  of  these 
qualifications  were  set  down  by  the  Massachu- 
setts Legislature.  First  a chiropractor  has  to  be 
a high  school  gi-aduate  or  to  have  “the  equivalent 
of  a high  school  education.”  Another  important 
qualification  is  that  he  must  not  be  “addicted 
to  any  vice  to  such  a degree  as  to  render  him, 
in  the  opinion  of  the  board  unfit  to  practice 
chiropractic.”  Finally,  while  all  chiropractors 
must  take  an  examination  (prepared  by  other 
chiropractors)  those  who  have  been  practicing 
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illegally  in  Massachusetts  may  by  virtue  of  a 
“grandfather  clause”  be  allowed  to  take  a less 
exacting  examination  than  the  chiropractors  who 
attempt  to  come  into  the  state  from  elsewhere. 

A perusal  of  the  list  of  the  members  of  the 
faculties  of  various  chiropractic  colleges  fails  to 
disclose  any  scientists  of  national  standing  and 
indeed  there  are  few  if  any  faculty  members 
who  are  possessed  of  advanced  degrees  in  any 
recognized  specialty.  One  exception  to  this  state- 
ment may  be  C.  W.  Weiant  whose  writings  have 
been  quoted  previously.  This  man  is  a Ph.D. 
from  Columbia  University,  New  York.  He  ob- 
tained his  advanced  degree  in  anthropology  and 
the  subject  of  liis  doctoral  thesis  was  “An  Intro- 
duction to  the  Ceramics  of  Tres  Zapotes,  Vera 
Cruz,  Mexico.” 

It  is  interesting  to  note  that  the  father  of 
chiropractic  Daniel  David  Palmer  of  Daven- 
port, Iowa,  and  Robert  Koch  the  discoverer  of 
the  bacillus  of  tuberculosis,  lived  and  died  about 
the  same  time.  Koch  was  born  in  1843  and  died 
in  1910.  He  was  a Nobel  Laureate.  The  account 
of  his  discovery  of  the  tubercle  bacillus  was 
published  in  1882.  Palmer  was  born  in  1845  and 
died  in  1913.  His  so-called  discovery  of  chiro- 
practic occurred  in  1895.  It  may  be  useful  to 
contrast  and  compare  the  lives  of  these  two  men. 

Koch  attended  the  University  of  Gottingen 
in  Germany  where  he  came  under  the  influence 
of  the  great  pioneer  medical  investigator,  Jacob 
Henle.  Bacteriology,  and  the  so-called  “germ 
theory  of  disease”  became  Koch’s  life  work.  His 
discovery  of  the  tubercle  bacillus,  the  cause  as 
physicians  understand  it,  of  tuberculosis,  was 
perhaps  his  greatest  contribution,  but  he  also 
set  down  very  stringent  requirements  for  proof 
that  a particular  organism  or  germ  was  respon- 
sible for  a partieular  illness.  These  are  known 
as  Koch’s  postulates  and  state  that: 

1.  The  organism  must  be  recovered  in  every 
case  of  the  disease. 

2.  It  must  be  grown  in  pure  culture  in  the 
laboratory. 

3.  Inoculation  of  the  organism  into  a sus- 
ceptible animal  must  reproduce  the  dis- 
ease. 

4.  The  organism  must  be  recovered  from 
the  experimental  animal  in  pure  culture. 

These  rigid  criteria  have  been  extended,  with 
necessary  modification,  by  medical  investigators 
to  all  attempts  to  determine  the  cause  of  a given 
illness. 


Medical  science,  moreover,  recognizes  that 
there  are  many  causes  of  human  illness  but  that 
they  fall  into  important  generic  categories,  four 
of  which  may  be  used  as  examples. 

1.  Inherited  defects  — hemophilia. 

2.  Infectious  diseases  — tuberculosis. 

3.  Degenerative  diseases  — arthritis. 

4.  The  neoplastic  or  cancerous  illnesses. 

An  obvious  corollary  to  the  concept  of  multiple 

causalities  is  that  different  diseases  require  dif- 
ferent treatments. 

D.  D.  Palmer,  born  in  1845  near  Toronto, 
Ontario,  spent  the  most  productive  years  of  his 
life  in  Davenport,  Iowa,  where  the  Palmer  Col- 
lege of  Chiropractic  still  is  in  existence.  There 
are  many  biographies  of  this  man  but  the  essen- 
tial details  set  down  here  are  taken  from  Dinten- 
fass’  book  Chiropractic:  A Modern  Way  to 
Health. 

For  ten  years  prior  to  his  “discovery”  of  chiro- 
practic, Palmer,  a former  fish-peddler  and  gro- 
cer, practiced  magnetic  healing.  According  to 
Dintenfass:  “Mesmerism  or  ‘magnetic  healing’ 
had  many  proponents.  It  was  based  on  the  dis- 
covery of  ‘animal  magnetism’  by  Anton  Mesmer. 
Although  founded  on  unscientific  premises  ‘mag- 
netic healing’  was  in  effect  the  first  step  toward 
current  psychoanalytic  and  psychological  meth- 
ods.” 

“On  Septemebr  18,  1895,  Palmer  performed  an 
experiment  which  blazed  the  trail  for  the  devel- 
opment of  a new  healing  profession  which  now 
has  over  25,000  doctors  of  chiropractic  through- 
out the  world. 

“On  this  day  when  Palmer  was  in  his  office 
in  Davenport,  in  came  Harvey  Lillard  the  jan- 
itor, who  was  so  deaf  that  he  could  not  hear 
the  noise  of  the  wagons  in  the  street  or  the 
ticking  of  a watch.  Palmer  inquired  as  to  the 
cause  of  Lillard’s  deafness.  Lillard  explained 
that  he  had  suddenly  lost  his  hearing  17  years 
earlier  when  he  exerted  himself  at  his  work  in 
a cramped,  stooping  position.  He  said  he  felt 
something  give  way  in  his  back  and  immediately 
lost  his  hearing. 

“This  interested  Palmer,  who,  upon  examining 
Lillard’s  back,  located  a painful  prominent  verte- 
bra which  appeared  out  of  place.  Lillard  verified 
this  as  the  spot  which  hurt  when  he  lost  his 
hearing.  Palmer  reasoned  that  if  the  vertebra 
were  replaced,  the  man’s  hearing  might  be  re- 
stored. Using  the  spinous  process  of  the  vertebra 
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as  a lever.  Palmer  applied  a sharp  thrust  which 
repositioned  the  bone;  a short  time  later  Lillard 
said  that  he  could  hear  better  than  before.” 

It  is  worth  noting  that  the  “nerve  of  hearing” 
the  acoustic  nerve,  is  contained  completely  with- 
in the  skull  and  has  no  connection  with  any  of 
the  spinal  nerves  which  could  be  affected  by 
a “sharp  thiaist”  using  the  spinous  process  of  the 
r-ertebra  as  a lever! 

In  any  event  the  original  hypothesis  of  Palmer 
that  human  disease  is  caused  by  “misalignment 
or  subluxations  of  the  bony  articulations  and 
adjacent  structures,  more  especially  those  of  the 
vertebra  column  and  pelvis”  and  that  by  “proper 
adjustment  to  release  the  pressure  on  the  nerves 
caused  thereby,  the  cause  of  the  disease  is  re- 
moved and  the  body  rendered  capable  of  natural 
restoration  to  good  health;”  and  finally  that  “the 
chiropractic  method  of  adjustment  is  purely 
manual  and  never  resorts  to  drugs  or  surgery 
and  is  the  antithesis  of  the  germ  theory”  has 
been  handed  down  virtually  intact  and  un- 
changed over  the  past  70  years  and  forms  the 
basis  for  modern  chiropractic  fully  as  completely 
as  it  did  in  1895. 

We  are  now  concerned  with  a matter  of  truth 
and  two  documented  examples  of  patients  treat- 
ed by  chiropractors  will  suffice  as  a basis  for 
discussion.  These  cases  have  been  chosen  be- 
cause the  details  are  a matter  of  court  record. 

In  1951,  a man  was  found  to  be  suffering  from 
tuberculosis.  The  condition  remained  dormant 
for  ten  years  while  the  patient  was  under  the 
care  of  a physician.  In  1962,  however,  the  tuber- 
culosis became  active  again.  Hospitalization  and 
drug  therapy  were  recommended  but  the  patient 
refused  and  went  to  a chiropractor  in  New  York 
State  for  treatment.  The  patient  was  treated 
without  drugs  and  by  diet  for  two  years  by  two 
chiropractors  working  together.  The  patient  died. 
The  two  chiropractors  were  convicted  of  man- 
slaughter for  having  caused  the  death  of  the 
patient  through  culpable  negligence. 

In  the  second  case,  a chiropractor  undertook 
to  treat  the  infected  foot  of  a patient  whom  he 
knew  to  be  suffering  from  diabetes;  he  advised 
against  the  use  of  insulin  in  the  treatment  of 
the  diabetes:  The  infection  spread  and  the 
patient  died. 

The  Florida  appellate  court  in  finding  that 
there  was  sufficient  cause  for  the  chiropractor 
to  be  indicted  for  manslaughter  summarized  its 
ruling  in  the  following  language:  If  a person 


undertakes  to  cure  those  who  search  for  health 
and  who  are,  because  of  their  plight,  more  or 
less  susceptible  of  following  the  advice  of  any- 
one who  claims  the  knowledge  and  means  to 
heal,  he  cannot  escape  the  consequences  of  his 
gross  ignorance  of  accepted  and  established 
remedies  and  methods  for  the  diseases  which 
he  knows  his  patients  suffer  and  if  his  wrongful 
acts,  positive  or  negative,  reach  the  degree  of 
grossness  he  will  be  answerable  to  the  State.” 

The  chiropractor  was  tried  and  found  guilty 
of  manslaughter. 

A quack  was  earlier  defined  as  “one  who 
fraudulently  misrepresents  his  ability  and  ex- 
perience in  the  diagnosis  and  treatment  of  dis- 
ease or  the  effects  to  be  achieved  by  the  treat- 
ment he  offers.”  At  this  juncture,  a simple  but 
stern  question  awaits  an  answer:  who  are  the 
quacks?  Are  they  the  physicians  in  our  society 
who  believe  that  different  diseases  have  dif- 
ferent causes  and  require  different  methods  of 
treatment  including,  where  indicated,  the  use 
of  medicine  and  surgery?  Or  — are  they  indi- 
viduals who  believe  that  “most  human  ailments 
or  diseases  are  the  results  of  a displacement  of 
the  vertebrae  of  the  spinal  column”  ( one  cause ) 
and  that  “by  ascertainment  of  the  subluxation  of 
the  spine  and  by  proper  adjustment  to  relieve 
the  pressure  on  the  nerves  caused  thereby,  the 
cause  of  the  disease  is  removed,”  ( one  cure ) are 
these  the  quacks?  For  the  sake  of  the  remainder 
of  this  discussion,  I shall  assume  that  it  is  the 
chiropractors  who  are  the  quacks. 

If  chiropractors  are  quacks,  how  can  they  be 
tolerated  in  this  modern  so-called  scientific  age 
and,  even  more  importantly,  how  does  it  come 
about  that  chiropractic  is  given  a certain  stamp 
of  approval  by  48  of  50  state  legislatures  who 
have  passed  acts  establishing  boards  of  regis- 
tration in  chiropractic?  A partial  answer  seems 
to  lie  in  the  facts  that  first,  there  is  among 
the  general  public  a profound  ignorance  of  the 
scope  of  chiropractic  and  tlie  character  of  the 
chiropractor.  Second,  there  is  an  apathetic  atti- 
tude on  the  part  of  those  lay  groups  interested 
in  stamping  out  heart  disease,  cancer,  mental 
illness,  etc.,  in  regard  to  this  problem.  That 
they  should  have  such  an  interest  is  indicated 
by  the  list  of  diseases  which  the  chiropractor 
purports  to  be  able  to  treat  successfully  and  by 
the  fact  that  in  the  case  of  cancer,  delay  can 
be  deadly.  Finally,  there  is  a distaste  on  the 
part  of  the  average  physician  for  engaging  in 


January,  1967 


75 


an  unpleasant  controversy. 

Examples  of  general  ignorance  are  surprising 
indeed:  The  author  had  occasion  to  consult 
three  prominent  lawyers,  one  a past  president  of 
the  Massachusetts  Bar  Association,  in  reference 
to  an  attempt  to  counter  the  successful  effort 
by  the  chiropractors  to  become  licensed  in 
Massachusetts.  All  three  wondered  what  “the 
fuss  was  all  about.”  One  said  that  since  chiro- 
practors were  essentially  physiotherapists  and 
practiced  under  the  direction  of  physicians,  he 
felt  that  they  deserve  to  be  licensed!  A prom- 
inent State  Senator,  a graduate  of  Harvard  Uni- 
versity, gave  it  as  his  opinion  that  licensing 
chiropractors  would  improve  the  practice  of 
chiropractic.  Would  he  have  just  as  readily 
stated  that  the  licensing  of  quacks  would  im- 
prove the  practice  of  quackery? 

As  to  the  distaste  for  engaging  in  public 
controversy,  when  the  author’s  views  on  chiro- 
practic became  a matter  of  public  record,  the 
following  letter  among  others  equally  vitupera- 
tive was  received: 

“I  am  certain  the  chiropractors  will  leave 
enough  people  for  medics  to  kill  even  if  they 
are  licensed.  A good  chiropractic  treatment 
would  do  you  a world  of  good.  But  you  medics 
would  rather  die  so  go  your  merry  way  ^ but 
as  long  as  I live  I shall  shout  of  your  mistakes. 
Do  you  know  that  an  educated  chiropractor  does 
not  want  to  be  a needle  pusher,  a prescription 
pusher  or  a knifer  — they  leave  that  to  medics 
— who  kill  and  sign  the  death  certificates.  What 
more  do  you  want  — well  here  is  the  answer  — 
BLOOD.” 

On  the  other  side  of  the  chiropractic  contro- 
versy we  find  a well-organized,  well-financed 
group  of  determined  men  who  are  careful  to 
avoiod  submission  of  the  claims  of  chiropractic 
to  impartial  scientific  analysis.  J.  R.  Verner,  in 
collaboration  with  C.  W.  Weiant,  has  written  a 
book  entitled  The  Chiropractor  Looks  at  Infec- 
tion. On  page  21  there  appears  the  following: 

“There  are  six  criteria  by  which  to  judge  the 
value  of  a therapy  and  estimate  the  relative 
methods  of  differing  therapies,  namely: 

Is  it  logical? 

Is  it  effective? 

Is  it  scientific? 

Is  it  rational? 

Is  it  peerless? 

Is  it  infallible? 


These  authors  then  make  the  claim  that  chi- 
ropractic is  logical  because  it  makes  no  un- 
warranted assumptions,  it  is  effective  because 
people  go  to  chiropractors,  it  is  scientific  because 
it  “depends  on  the  data  of  anatomy,  physiology, 
neurology  and  pathology  in  analyzing  every  case 
and  it  uses  radiography  and  other  scientific 
techniques  in  the  examination  of  the  patient.” 
This  last  claim  for  chiropractic  is  comparable  to 
stating  that  astrology  is  a scientific  method  for 
predicting  the  future  because  it  uses  certain 
data  derived  from  astronomy! 


These  authors  state  further  that  chiropractic 
is  rational  “because  it  is  not  content  to  be  scien- 
tific.” It  is  peerless  because  it  thrives  on  the 
failures  of  other  methods.  They  do  admit  that 
chiropractic  is  not  infallible  but  that,  of  course, 
no  other  healing  method  can  make  that  claim. 


It  is  doubtful  that  these  claims  for  the  advan- 
tages of  chiropractic  would  satisfy  the  critical 
faculties  of  the  average  high  school  student. 
However,  the  chiropractors  through  their  chiro- 
practic associations,  have  preferred  to  concen- 
trate upon  the  political  aspects  of  their  problem 
and  here  they  have  been  clever  and  successful. 
Through  the  payment  of  fairly  substantial  dues, 
they  have  a well-financed  propaganda  machine 
which  has  continually  stressed  the  theme  stated 
by  Weiant  and  Goldschmidt  that  “organized 
medicine  seeks  relentlessly  to  stifle  the  develop- 
ment of  the  younger  art  and  chiropractic  seeks 
to  survive.”  In  other  words,  they  have  given  an 
uninformed,  somewhat  gullible  public  the  idea 
that  the  physicians,  for  their  own  selfish  reasons, 
are  trying  to  keep  the  chiropractors  from  their 
legitimate  goals  of  acting  as  doctors  in  every 
sense  of  the  word.  They  have  turned  this  prob- 
lem into  a search  for  truth  versus  non-truth,  but 
a struggle  between  two  “healing  professions.” 


What  is  the  solution?  No  easy  answer  is  avail- 
able. Certainly  public  education  is  vitally  neces- 
sary. It  is  also  imperative  that  the  ethic  of  the 
moral  obligation  of  the  informed  citizen  be 
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strongly  invoked.  It  would  be  wise  to  eliminate 
this  struggle  betw^een  the  physicians  and  the 
chiropractors  and  to  have  chiropractic  confront- 
ed with  the  strong  opposition  of  lay  medical 
groups  interested  in  good  medical  care. 

Finally  we  come  to  the  second  statement  of 
Weiant  and  Goldschmidt  quoted  in  the  intro- 
duction to  this  essay:  “The  present  direction  of 
the  conflict  [between  chiropractic  and  medicine] 
poses  a serious  threat  to  a basic  human  right; 
namely  the  right  to  a doctor  of  one’s  choice,  the 
right  to  follow  a course  of  action  with  respect 
to  one’s  person  which,  according  to  one’s  lights, 
holds  the  greatest  promise  for  health  and  well- 
being, including  the  right  to  make  a mistake.” 
How  sacred  is  this  right?  What  safeguards  must 
surround  this  right  to  make  a mistake?  Does  the 
general  public  have  the  right  to  make  the  mis- 
take of  indiscriminately  ingesting  LSD,  heroin, 
morphine  or  cocaine?  In  reference  to  the  choice 
of  a doctor,  it  would  seem  reasonable  to  attempt 
to  make  certain  that  the  public  has  access  to  all 
available  information  concerning  the  qualifica- 
tions of  the  practitioners  which  they  wish  to 
consult.  Punch,  the  English  magazine  which 
combines  humor,  satire  and  perceptive  social  in- 
sight, had  something  to  say  on  this  subject  as 
long  ago  as  1845: 

“Great  outcry  has  been  raised  of  late,  in  the 
Lancet  and  other  journals,  against  Quacks  and 
Quackery.  Let  them  not  flatter  themselves  that 
it  is  possible  to  put  either  down.  The  Quack  is 
a personage  too  essential  to  the  comfort  of  a 
large  class  of  society  to  be  deprived  of  his  voca- 
tion. He  is,  in  fact,  the  Physician  of  the  Fools 
— a body  whose  numbers  and  respectability  are 
by  far  too  great  to  admit  of  anything  of  the  kind. 
However,  as  there  are  some  people  in  the  world 
who  are  not  fools,  and  who  will  not,  when  they 
want  a doctor,  have  recourse  to  a Quack,  if  they 
can  help  it,  the  practice  of  the  latter  ought 
certainly  to  be  limited  to  its  proper  sphere.  For 
this  end  we  could  certainly  go  rather  farther 
than  Sir  James  Graham’s  sympathies  permitted 
him  to  proceed  last  session.  We  would  not  only 
prevent  him  from  assuming  the  title  of  a med- 
ical man,  but  we  would  oblige  him  to  take  that 
of  Quack.” 

Perhaps  with  this  advice  from  Punch  we  might 
make  a beginning. 
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RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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)He4ical  Cehtef  antf  Ciinicat 


1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


We’ve  been  talking  to  you  about  MEDAC  for  some  time. 

Perhaps  it’s  time  to  remind  you  of  another, 
helpful  service  to  Physicians. 

Let  our  representative  show  you  — at  your 
convenience  — what  the 


can  do  for  you! 
There’s  no  obligation.  Call  your  “Medac  Man”: 

PHOENIX  TUCSON 


Bud  Gray 

Burt  Becker 

261-1317 

624-8711  ext.  221 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


DIABETES  DETECTION  DRIVE 

State  Committee  (left  to  right)  Dr.  P.  B.  Jarrett,  Phoenix;  Dr.  Marguerite  S.  Williams,  Sedona;  Dr.  H.  W.  Kohl, 
Jr.,  Tucson;  and  Dr.  Stanley  H.  Schneider,  Tucson,  analyzing  returns  on  Diabetes  Detection  Program  conducted  as 
a state  project  during  National  Diabetes  Week  by  the  Arizona  Medical  Association.  More  than  17  centers  were  set 
up  by  the  state  association  and  cooperating  local  county  medical  societies  in  an  effort  to  uncover  the  more  than 
15,000  hidden  diabetics  throughout  the  state.  It  is  believed  that  this  is  the  first  time  a state  medical  association 
has  endorsed,  sponsored  and  conducted  a blood  analysis  screening  anywhere  in  the  United  States. 


DR.  BRAYTON  RETURNS  FROM 
MEDICAL  TOUR 


Dr.  Nelson  D.  Brayton,  former  Representative 
from  Gila  County,  has  just  completed  a medical 
tour  of  Europe  and  the  Middle  East. 

On  this  trip  he  reviewed  a favorite  study  of 
his  — the  study  of  the  disease  Bilharzia,  which 
he  discovered  in  America  in  1910.  Bilharzia  is  a 
worm  whose  pointed  eggs  cause  multiple  bleed- 
ing of  the  kidneys  and  intestines.  It  was  brought 
to  America  by  African  slaves.  While  in  Cairo, 
Dr.  Brayton  was  informed  that  Bilharzia  still 
infects  75%  of  the  inhabitants  of  Egypt. 

Dr.  Brayton  visited  the  Medical  University  of 
Cairo  where  there  are  4,000  medical  students 
enrolled.  Approximately  600  doctors  graduate 
each  year  after  a seven-year  course.  There  are 
800  medical  professors  and  clinical  teachers  em- 
ployed by  the  Medical  University  at  Cairo.  Their 
Museum  of  Comparative  Evolutionary  Anatomy 


is  considered  the  best  in  the  world.  Water  in 
Cairo  is  now  safe  to  drink,  thanks  to  the  ingen- 
uity of  American  engineers. 

Continuing  his  medical  experiences  in  Vienna, 
Dr.  Brayton  attended  the  convention  on  “Radia- 
tion Dosimetry  in  Medicine  and  Biology.”  An 
American,  Dr.  H.  O.  Wickoff,  of  Betliesda  Hos- 
pital, Maryland,  presented  an  outstanding  paper 
on  “Radiation  Quantities  and  Standards  in  Dosi- 
metry.” His  paper  included  measurements  of 
gamma  rays.  X-rays  and  atomic  energy  units. 
The  practical  results  of  such  standardization 
would  be  self-evident  as  science,  and  especially 
in  medicine,  knows  no  barriers. 

Dr.  Brayton  was  accompanied  on  this  trip  by 
his  daughter,  Mrs.  Burton  B.  LaDow.  Other 
cities  visited  besides  Cairo  and  Vienna  included 
Athens,  Venice,  Florence,  Rome  and  London. 
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LOMOTIIi 


tablets 

liquid 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning;  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


in  gastroenteritis,  acute  infections 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with  • 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children:  Total  Daily  Dosage  , „ „ 

3-6  mo.  . . V2  tsp*  t.i.d.  (3  mg.)  i 

6-12mo.  . >/2  tsp. .q.i.d.  (4  mg.)  till 

1- 2  yr....  V2  tsp.  5 times  daily  (5  mg.)  i I I i I 

2- 5yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8 yr 1 tsp.  q.i.d.  (8  mg.)  i 1 | 1 

8-12  yr.  . . 1 tsp.  5 times  daily  (10  mg.)  i 1 1 | | 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)||  I ! II  II  II 

(or  2 tablets  q.i.d.) 


♦ Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 


SEARLE 


Research  in  the  Service  of  Medicine 
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FUTURE 

MEDICAL  MEETINGS 


Second  Biennial 
Seminar  on  Prematurity 

For  all  Physicians  and  Nurses 

Sponsored  by  the 

Arizona  State  Department  of 
Health  and  the  State  Advisory 
Committee  on  Prematurity 

February  25  and  26,  1967 

EXECUTIVE  HOUSE  ARIZONIAN 
Scottsdale,  Arizona 

GUEST  SPEAKERS: 

Sidney  Gellis,  M.D. 

"The  Responsibilities  of  the  Obstetrician 
and  the  Pediatrician  to  the  Premature 
Infant." 

Marshall  Klaus,  M.D. 

"Current  Physiologic  Therapy  for 
Hyaline  Membrane  Disease." 

William  Silverman,  M.D. 

"Fetal  Undergrowth" 

Registration  Fee:  $7.50 

(Incudes  Luncheon  on  Saturday) 

For  further  information  contact: 

Frederic  W.  Baum,  M.D.,  Chief 
Maternal  & Child  Health  Section 
Room  402,  Goodrich  Building 
14  North  Central  Avenue 
Phoenix,  Arizona  85004 


Tenth  Annual  Cardiac  Symposium 

February  10  and  11,  1967 

DEL  WEBB  TOWNEHOUSE 
Phoenix,  Arizona 

Partial  listing  of  Speakers  and  Topics: 

Dr.  Richard  Gorlin  — Peter  Bent  Brigham  Hos- 
pital — "The  Role  of  Drugs  in  the  Treatment 
of  Angina  Pectoris:  Recent  Advances." 

Dr.  Alexander  Nadas  — The  Children's  Hospital, 
Boston  — "The  Natural  History  of  Congenital 
Heart  Disease." 

Dr.  Eliott  Corday  — U.C.L.A.  — "Controversy  in 
the  Treatment  of  Cardiogenic  Shock." 

Dr.  B.  G.  Barratt-Boyes  — Auckland,  New  Zea- 
land — "The  Management  of  the  Transposi- 
tion of  the  Great  Vessels  in  infancy." 


Arizona  Academy  of  General 
Practice 

Psychiatric  Seminar 

February  25  and  26,  1967 

ARIZONA  STATE  HOSPITAL 
Phoenix,  Arizona 

Seminar  Theme: 

"Sex  and  the  Primary  Physician" 

Speakers:  Dr.  William  Sheeley  — "Sex  and  the 
Family  Doctor." 

Dr.  Ira  Reese,  Sociologist  — University  of  Iowa 
— "Changing  Patterns  of  Sexual  Habits." 

Dr.  Irene  Josselyn  — "Adolescent  Sex  Problems 
as  Encountered  by  the  Physician." 

Dr.  Allen  Enelow  — U.S.C.  — (Topic  to  be 
announced). 

Dr.  Ed  Stainbrook  — U.S.C.  — Summary. 
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George  Washington 

told  the  truth  (as  usual) 


to  be  put  out  of  it.  A glass  of  wine  and  a bit  of  mutton 
are  always  ready,  and  such  as  are  content 


“My  manner  of  living  is  plain  and  I do  not  mean 


to  partake  of  that  are  always  welcome.” 


DEAR  DOCTOR: 


George  Washington  told  the  truth  (as  usual]  about  cherry  trees 


and  wine.  He  liked  wine,  as  you  see  above.  He  hoped  his 
guests  would  like  it,  too.  And  his  wife  Martha  (a  famous  cook 
—do  you  know  her  book?]  liked  it,  too. 

So  we  do  not  hesitate.  Doctor,  to  recommend  California  wines 
in  the  diets  of  yourself  and  many  of  your  patients.  As  you 
know,  they  provide  antibacterial  pigments.  Vitamin  B,  amino 
acids,  iron,  sugars,  polyphenols,  and  just  plain  pleasure.  We 
believe  that  pleasure,  for  someone  in  your  demanding  profes- 
sion, is  very  important.  Here’s  to  your  pleasure  and  health,  as 
well  as  that  of  your  patients! 

We’d  like  very  much  to  send  you  [at  the  drop  of  a note  on 
your  letterhead]  two  most  interesting  free  booklets:  “WINE 
COOKERY— THE  EASY  WAY,”  which  will  make  a kitten  of 
your  wife  and  a barbecue  lion  of  yourself;  and  “USES  OF 
WINE  IN  MEDICAL  PRACTICE,”  newly  revised,  64  pages, 
which  summarizes  a quarter  of  a century  of  scientific  research 
on  wine  and  its  relation  to  your  patients’  well-being.  We  are 
quite  sure  you  will  find  it  useful. 

Will  you  drop  us  a note?  You’ll  receive  both  booklets  free. 
Here’s  to  your  health  again.  Doctor,  with  wine! 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT.  2,  SAN  FRANCISCO,  CALIF.  94103 
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Blood-glucose 
screening  for  M 
your  patients? 


i'DEXTROSTlX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypo-  or  hyper- 
glycemia may  be  of  clinical 
significance -for  “The  precision 
and  accuracy  of  Dextrostix 
...meet  the  need  for  an  always 
available  simple  screening 
method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 

Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

*Marks,  V.,  and  Dawson,  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directionsf" 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


Aiv/ies 


09  I 65 


[WCTOR'S 

OPPORTUNITY 


LIVE  IN  SAN  DIEGO 

Deluxe  Medical  Suite 

Large  enough  for  two  physicians 


Purchase  or  Lease 

In  a well  established,  successful  medical  building  in  the  college  area. 
Single  story  construction.  Ample  parking,  easy  access  . . . like  new. 

Every  modern  convenience  including  individual  central  air  conditioning, 
and  central  vacuum.  Ideal  for  general  practice,  internal  medicine, 
pediatrics,  etc. 

This  is  the  only  vacancy  in  the  entire  building. 

All  of  the  tenants  have  developed  large  practices. 

• Owner  will  lease  to  one  or  two  medical 
practitioners,  or  this  valuable  suite  may 
be  purchased,  for  less  than  replace- 
ment value,  on  easy  terms  like  rent. 

Little  or  no  down  payment  required. 

All  utilities  provided. 


You  Must-  Act  Now  - Only  One  Suite  Available 

McBride  Company 

1357  Rosecrans  Street,  Suite  F 
San  Diego,  Calif.  92106 

Office,  222-8950,  or  222-5222 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  Mesa  • Tempe 
Maryvale  - Glendale  - Westown  • Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571 9 FREE  DELIVERY 


^^^coHsc/a/e  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Situation  Wanted:  Board  Certified  General  Sur- 
geon licensed  in  Arizona  seeks  association 
with  individual  or  group.  Married  with  family; 
available  for  personal  interview  for  mutual 
evaluation.  Reply  Box  64-3,  4601  N.  Scotts- 
dale, Arizona  85251. 
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Classified 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


Attention:  Immediate  opening  for  physician  in- 
terested in  Group  General  Practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  invest- 
ment or  equipment  necessary.  Industrial  con- 
nection allows  immediate  salary  — $24,000 
guaranteed.  Will  accept  draft  eligible  physi- 
cian. Write  Drawer  M,  Miami,  Arizona. 


EENT  Physician  and  Surgeon,  Arizona  license, 
age  55,  desires  to  semi-retire  and  relocate. 
Would  consider  established  practice  or  associa- 
tion. Reply  Box  64-10,  4601  N.  Scottsdale 
Road,  Scottsdale,  Arizona  85251. 


MEDICAL  LIBRARY  OF  DECEASED  PHYSICIAN 
FOR  SALE  — All  branches  of  medicine  in  He- 
I brew,  Russian,  Polish,  French,  German,  Span- 
I !sh,  Gree.k,  English  (1500-2000  volumes).  Rea- 
I sonabie.  Office  equipment  also  available,  in- 
s eluding  electrocardiogram,  microscopes,  cysto- 
scopes,  suctmn  pumps,  diathermy.  X-ray  apron 
and  gloves,  Hanovia  lamps,  etc.  Bolex  Supreme 
1 6 mr.':  camera,  o lenses,  case;  all  in  excellent 
condiTion.  listed  can  be  purchased  indi- 

vidually or  cohecti'/eiy.  CONTACT:  Mrs.  L.  M. 
Herbert,  " •'Aoreland,  Phoenix.  Tele- 

phone: 252-2f'ti  . 


HOSPITAL  MEDICAL 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Amow,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOGTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTIGE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

Jack  O.  McFarland,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Malcolm  F.  Dorfman,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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iDeWTJ«CC>DE™  ' 

(formula  icf^iittfic-alton'code.  Lifly)  - .r 

provfdes-quick-.  positive  prodn.q_ 


Additional  information  available 
tO: the  medical  profession  upon  request. 
* * . Eli  Lilly  and  Company 


when  it  counts... 

Chloromycetin 

(chloramphenicol) 


PARKE-DAVIS 

PARKE.  OAVIS  A COMPANY,  Dtfroil,  Michigan  48233 

Complete  information  for  usage 
avaiiabie  to  physicians  upon  request. 
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When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


l^/nfhrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

Vs%  solution  for  infants 

V4%  solution  for  children  and  adults 

V4%  pediatric  nasal  spray  for  children 

V2®/o  solution  for  adults 

V2°/o  nasal  spray  for  adults 

V2%  jelly  for  children  and  adults 

1 % solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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TABLETS 

EQuagesic 

(meprobamate  and 
ethoheptazine  citrate  with 
aspirin) 

® 

Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics, Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures.  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
symptoms  persist,  caution  patients  against  operat- 
ing machinery  or  driving.  Give  cautiously  to  patients 
twith  suicidal  tendencies.  Treat  attempted  suicide 
with  immediate  gastric  lavage  and  appropriate 
supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
Overdosage  may  result  in  salicylate  intoxication. 
Meprobamate  rarely  causes  allergic  or  idiosyncratic 
reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely, 
include  angioedema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case),  ana- 
phylaxis, stomatitis  and  proctitis  (1  case)  and  hyper- 
thermia. A few  cases  of  leukopenia,  usually  transient, 
have  been  reported  following  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al- 
ways, in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 

on  MS 

mind. 

too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


Against  these  three  major  pathogens 


Pneumococci 


PenicHlin-Sensitive 
Staphylococci  ^ 


Beta-Hemllj 

Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


MIC  (meg. /ml.) 

MIC  (meg. /ml.) 

Ml C (mcg./ml .) 

Antibiotic 

Median 

Range 

Median 

Range 

Median 

Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0,003-0.4 

0.01 

0,005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0,2 

0.2-0.8 

0.1 

0.1 -0.8 

- - 

Nafcillin 

0,4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0,1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6.253,  1964. 


V-CillinK”& 

Potassium  Phenoxymethyl  Penicillin 


700157 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description;  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  Ifj 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued.  j 
Adverse  Reactions;  Although  serious  allergic  reactions  are  much: 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu-ll 
lar  forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or!| 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is  I 
administered,  measures  for  treating  anaphylaxis  should  be  readily  I 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for; 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects.  . 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over-i' 
growth  of  antibiotic-resistant  organisms,-  in  suchr  a case,  antibiotic  ad-|| 
ministration  should  be  stopped  and  appropriate  measures  taken.  |, 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cilliri| 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses.  j 

Beta-hemolytic  streptococcus  infections  without  associated  bacte-j] 
remia  may  be  treated  with  200,000  to  400,000  units  three  times  a day.;| 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de-!| 
velopment  of  rheumatic  fever  and/or  other  serious  complications.  Dos-1 
age  for  routine  streptococcus  prophylaxis  in  patients  with  a history  ofjj 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once!, 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac-jl 
tion,  or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000|j 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  daysi! 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur-|| 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderately 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with 
250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce-: 
dures.  ' | 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for-, 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  for, 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis; 
should  have  a dark-field  examination  before  receiving  penicillin  and 
monthly  serologic  tests  for  a minimum  of  three  months.  ■ 

How  Supplied;  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in,| 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,000j 
units)  in  bottles  of  24  and  1 00.  | 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per, 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


700157 


FACT  a LEGEND 


LOST  THE  BATTLE  OF  WATERLOO 
BECAUSE  HE  WAS  TOO  FAT  I 


ACCORDING  TO  THE  NEW  YORK  TIMES  OF  APRIL  13,  1890, 
THE  DEFEAT  OCCURRED  BECAUSE  HE  FAILED  TO  CHECK 
HIS  INTELLIGENCE  INFORMATION.  " IT  WAS  A 
MATTER  OF  MERE  INDOLENCE  AND  THIS 
INDOLENCE  WAS  CAUSED  BY  FAT." 


source:  jama  ta€:65  (octs)  tshs. 


THE  BOOK  “PRAY  YOUR  WE/GHT  AWAY"  READERS  TO 
"ASK  GOD  TO  HELP  YOU  LIKE  EXERCISE"  FOR  15  MINUTES  A DAY. 
source:  rev.  c.r.  shedd:  new  York  l/pp/ncott.  iQsa. 


ACCORDING  TO  DRS.  SHIPMAN  AND 
PLESSET  “APPARENTLY  NO  DIETER 
SUCCEEDS  WHO  IS  VERY  ANXIOUS  OR  DEPRESSED."^ 

THE  AMBAR  FORMULA  PROVIDES  METHAMPHETAMINE 
TO  HELP  ELEVATE  THE  MOOD  AND  PHENOBARBITAL 

TO  HELP  REDUCE  ANXIETY. 


source:  archives  of  general  psychiatry  8:2G  (JUNE  1963). 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast 
can  help  control  most  patients’  appetite 
for  up  to  12  hours.  Methamphetamine, 
the  appetite  suppressant,  gently  elevates 
mood  and  helps  overcome  dieting  frus- 
trations. Phenobarbital,  the  sedative  in 
Ambar,  controls  irritability  and  anxiety 
...helps  maintain  a state  of  mental  calm 
and  equanimity.  Both 
that  erode  the 
Also  available:  Ambar  #1 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming) 


chloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

BRIEF  SUMMARY— Indications:  Ambar  sup- 
presses appetite  and  helps  offset  emotional 
reactions  to  dieting.  Side  Effects:  Nervousness 
or  excitement  occasionally  noted,  but  usually 
infrequent  at  recommended  dosages.  Slight 
drowsiness  has  been  reported  rarely.  Precau- 
tions: Administer  with  caution  in  the  presence 
of  cardiovascular  disease  or  hypertension, 
tiypersensitivily  to  barbiturates  or  sympathomi- 
hepatic  disease.  See  package 

/l'H'[^OBINS 


work  together  to  ease  the  tensions 
willpower  during  periods  of  dieting. 

Extenabs®  — methamphetamine  hydro- 


Contraindieations: 

metics;  patients  with  advanced  renal  or 
insert  for  further  details. 

A.  11.  ROBINS  CO.,  Richmonil, Virginia  23220 


It’s  clear — Dimetapp  lets  your  “stuffed-up”  patients 
breathe  easy  again.  Each  hard-working  Extentab 
brings  welcome  relief  from  the  stuffiness,  drip  and 
congestion  of  upper  respiratory  conditions  for  up 
to  10-12  hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to  success 
is  the  Dimetapp  formula;  Dimetane  (brom- 
pheniramine maleate ) — along  with  phenylephrine 
and  phenylpropanolamine,  two  time-tested  decon- 
gestants. They  get  the  job  done... in  a hurry. 


in  sinusitis,  colds,  U.  R.  I. 

Dimetapp  Extentabs 

(Dimetane®  [brompheniramine  maleate],  12  mg.: 
phenylephrine  HCl,  15  mg.;  phenylpropanolamine  HCl,  15  mg.) 

up  to  10-12  hours  clear 
breathing  on  one  tablet 


Contraindications:  Hypersensitivity  to  antihistamines.  Not  recommended  for  use  during  pregnancy.  Precautions:  Until  patient’s 
response  has  been  determined,  he  should  be  cautioned  against  engaging  in  operations  requiring  alertness.  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascular  diseases  or  hypertension.  Side  Effects:  Hypersensitivity  reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombocytopenia  have  been  reported  on  rare  occasions.  Drowsiness,  lassitude,  nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased  irritability  or  excitement  may  be  encountered.  A.H.  ROBINS  CO.,  Richmond, Virginia  23220 

Dosage:  1 Extentab  morning  and  evening.  Supplied:  Bottles  of  100  and  500. 


New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 

2.  nonpregnant  women  with  a history  of  recent 

diabetic  patients  or  recurrent  monilial  vaginitis  J.  elderly  or  debilitated  patients 


5.  patients  on  long-term  tetracycline  or  cortico- 
)atients  with  a past  history  of  moniliasis  steroid  therapy 


BRISTOL  THERAPEUTIC  SUMMARY:  For  complete  in- 
formation  consult  Official  Package  Circular.  Indications: 
Infections  of  respiratory,  gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi« 
live  organisms,  in  patients  with  increased  susceptibility 
to  monilial  infections.  Contraindications : The  drug  is  con- 
traindicated in  patients  hypersensitive  to  its  components. 
Warnings:  Photodynamic  reactions  have  been  produced  by 
tetracyclines.  Natural  and  artificial  sunlight  should  be 
avoided  during  therapy.  Slop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and 
hepatotoxicity  may  occur.  In  this  situation,  lower  doses 
should  be  used.  Tooth  staining  and  enamel  hypoplasia  may 
be  induced  during  tooth  development  (last  trimester  of 
pregnancy,  neonatal  period  and  childhood).  Precautions: 
Bacterial  superinfection  may  occur.  Infants  may  develop 
increased  intracranial  pressure  with  bulging  fontanels.  In 
gonorrheal  therapy,  serologic  tests  for  syphilis  should  be 
conducted  initially  and  monthly  for  3 months.  Adverse 
Reactions:  Glossitis,  stomatitis,  nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis,  dermatitis,  and  allergic  reactions 
may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Continue 
therapy  for  10  days  in  beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before  or  2 hours  after  meals. 
Supply:  Capsules,  bottles  of  16.  Each  capsule  contains  tet- 
racycline phosphate  complex  equivalent  to  250  mg.  tetra- 
cycline HCl  activity  and  250,000  units  of  nystatpi. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


Tetrex-F 

ach  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units. 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


ARIZONA  MEDICINE  wishes  to  thank  individually  and  collectively  its  Managing 
Editor,  Mr.  Bruce  E.  Robinson,  the  Assistant  Editors,  the  Associate  Editors,  the  edi- 
torial staff,  and  Lebeau  & Company,  the  printers  of  ARIZONA  MEDICINE.  Without 
their  continued  help,  cooperation  and  dedication  such  an  award  would  not  have 
been  made  possible. 

Roland  F.  Schoen,  M.D. 

Editor-in-Chief 

Photo  courtesy  of  CASA  GRANDE  DISPATCH. 
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CONTRIBUTIONS 


The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 


Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manmcripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  tile  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 


3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


EDITOR’S  PAGE 


2000  A.D. 


In  the  year  2000  A.D.  — 33  years  from  now  — 
the  unregulated  population  of  the  United  States 
will  approach  390,000,000  people,  or  just  double 
its  present  population! 


An  interesting  article  has  appeared  in  one  of 
our  better  soft-cover  magazines.  It  stated  that 
food  exports  from  this  nation  would  be  banned, 
and  that  food  imports  will  be  unobltainable.  Na- 
tional water-rationing  will  be  in  effect.  No  ba- 
nanas! No  Coffee!  No  meat!  For  livestock  re- 
turns only  10%  of  the  calories  it  consumes!  No 
pets!  For  at  the  present  time  they  consume 
enough  protein  to  feed  millions  of  people,  and 
cats,  in  fact,  consume  h of  the  canned  fish  in  the 
United  States.  In  the  future  dogs  and  cats  — 
and  other  pets  — may  be  viewed  in  special  zoos. 
There  will  be  a 3-5  year  waiting  period  for  camp- 
ing facilities  at  any  National  Park!  Ten-lane  free- 
ways and  20,000-car  underground  parking  lots 
will  not  be  uncomomn. 


Fantastic?  Sure!  But  what  of  Medicine  in  the 
next  33  years? 


Would  you  believe  a national  biochemical  con- 
trol of  fertility  ( as  has  already  been  advocated ) ? 
The  fact  that  Medicine  will  be  90%  preventative 
and  10%  traumatic?  That  physicians  will  have 
in  their  offices  “genetic-screeners”  to  determine 
chromosome  compatibility  and  the  isolation  of 
the  “X-Chromosome”?  Or  “Organ  Banks”  con- 
taining atomic-powered,  plastic  replacements  for 
worn-out  or  diseased  hearts,  lungs,  and  kidneys? 
That  intra-uterine  immunization  will  be  prac- 
tical? And  that  of  our  population  will  be  less 
than  40  years  of  age? 


In  1966,  they  accused  a national  political  fig- 
ure of  being  immature  because  he  appealed  to 
teenagers. 


Fantastic?  Probably!  Perhaps  we  should  be 
evaluating  different  “polls.” 


Roland  F.  Schoen,  M.D. 
Editor 


February,  1967 
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You  can't  set  her  free. 
But  yon  can  help  her 
feel  less  anxious. 


You  know  this  woman. 

She’s  anxious,  tense,  irritable.  She's  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


r. 


To  help  you  relieve  anxiety  and  tension 


SeraY 

(oxai«pam) 


Wyeth  Laboratories 
Philadelphia,  Pa. 
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Arizona  Medicine 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  November  20, 
1966,  in  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  convened  at  10:05  a.m.,  Arthur  V. 
Dudley,  Jr.,  M.D.,  Chairman,  presiding  . 

ROLL  CALL 

PRESENT: 

Drs.  Beckwith,  Harry  S.;  Brazie,  Walter;  Brooks,  Jack 
E.;  Cloud,  Daniel  T.;  Derickson,  Philip  G.;  Dexter, 
Richard  L.;  Dierker,  Hugh  E.;  Dudley,  Jr.,  Arthur  V., 
Vice  President  and  Chairman;  Dysterheft,  Arnold  H., 
President-Elect;  Eddy,  Jr.,  Warren  D.;  Finke,  Howard 
W.;  Flynn,  Richard  O.;  Henderson,  Charles  E.,  Secretary; 
Jarrett,  Paul  B.,  President;  Landeen,  Fred  H.,  Treasurer; 
McDaniel,  W.  Shaw;  Melick,  Dermont  W.;  Moody, 
Deward  G.;  Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.; 
Schoen,  Roland  F.;  Smith,  Noel  G.;  Steen,  William  B. 
COUNSEL: 

Mr.  Jacobson,  Edward. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary, 
ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Secre- 
tary, ArMA;  Boykin,  Paul  R.,  Executive  Secretary, 
BOMEX. 

GUESTS: 

Drs.  Graig,  Carlos  C.,  Chairman,  Legislative  Com- 
mittee, ArMA;  Edwards,  Walter  V.,  Medical  Advisor, 
Industrial  Commission  of  Arizona;  Gilbert,  David  B., 
President,  Gila  Gounty  Medical  Society;  Kahle,  John  F., 
Chairman,  ArMPAC  Board  of  Directors;  Payne,  William 
G.,  Chairman,  Professional  Committee,  ArMA;  Spining, 
W.  Duncan,  President,  Apache  County  Medical  Society; 
Mr.  Whaley,  Dallas  F.,  Field  Representative,  AMA. 

WELCOME 

The  Chairman  welcomed  those  presidents  of  com- 
ponent county  medical  societies  in  attendance,  pointing 
out  that  Drs.  Beckwith  and  Dierker,  members  of  this 
Board,  were  also  representing  Navajo  County  Medical 
Society,  its  Vice-President,  and  Coconino  County  Med- 
ical Society,  its  President,  respectively. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  held  July  10,  1966. 

PROFESSIONAL  COMMITTEE 

Workmen’s  Compensation  and  Occupational 
Diseases  Laws 

Professional  Committee  recommends  to  Board  that  it 
consider  instructing  the  Industrial  Relations  Committee 
to  explore  impact  of  the  present  Workmen’s  Compensa- 
tion and  Occupational  Diseases  laws,  their  interpretation 
by  the  Courts,  and  the  administration  of  these  laws  by 
the  Industrial  Commission  at  the  present  time  on  the 
medical  care  of  the  industrially  sick  and  injured. 

Dr.  Edwards  stated  that  it  was  not  his  intention  to 
propose  amendments  to  these  laws.  It  is  his  wish  only 
to  point  out  some  areas  of  the  statutes,  their  adminis- 
trations, and  their  interpretation  by  the  Courts  in  which 
organized  medicine  should  have  some  constructive  inter- 
est because  of  their  impact  on  the  doctor-patient  rela- 
tionship, on  the  medical  care  of  the  industrially  sick  or 
injured  patient  and  upon  the  integrity  of  the  whole 
person  so  injured  and  affected  by  the  laws.  It  is  suggest- 


ed that  exploration  of  tliese  areas  be  made  by  the 
medical  profession  so  that  it,  in  organized  fashion,  may 
suggest  amendments.  He  proceeded  to  discuss  certain 
of  the  problems  he  has  observed  including:  extended 
coverage  of  the  workmen’s  compensation  law,  eligibility 
and  exemptions;  free  choice  of  physician  and  employer 
exceptions  where  approved  medical  programs  are  in 
effect;  acceptance  of  claims,  investigations,  benefit  limr 
itations  under  occupational  disease  law,  and  inequities; 
aggravation  of  pre-existing  conditions;  and  temporary 
vs.  permanent  disability  awards,  and  third-party  settle- 
ments. 

Board  instructs  its  Industrial  Relations  Committee 
and  the  Industrial  Health  Subcommittee  of  the  Pro- 
fessional Committee  to  study  the  matter  and  make 
recommendations,  with  the  eventual  idea  of  requesting 
a joint  meeting  with  the  Industrial  Commission  of 
Arizona  to  pursue  the  subject. 

Chiropractic  — Advertising,  KPHO-TV 

Professional  Committee  recommends  to  Board  that  it 
forward  a letter  to  KPHO-TV  protesting  the  type  of 
chiropractic  advertising  accepted  and  broadcast,  which 
it  considers  not  in  the  best  interest  of  the  public. 

Dr.  Dudley  stated  that  similar  advertising  also  occurs 
on  KVOA-TV,  Tucson.  Discussion  ensued  as  to  chiro- 
practic, particularly  as  it  is  practiced  in  Arizona  and 
recognized  by  the  Industrial  Commission  of  Arizona, 
and  type  of  advertised  programmed  locally. 

Report  accepted  and  a letter  (of  protest)  authorized 
forwarded  to  KPHO-TV. 

Podiatry  — Hospital  Privileges 

Professional  Committee  recommends  to  Board  tliat  it 
take  the  position  that  Podiatrists  be  excluded  from  hos- 
pitals; that  any  work  that  is  needed  for  hospitalization 
should  be  done  by  a Doctor  of  Medicine:  Ortliopedic 
Surgeon,  General  Surgeon  or  whoever  is  capable  of 
doing  it;  and  that  Podiatrists  should  be  limited  to  work- 
ing in  their  offices,  not  in  hospitals.  REPORT  AC- 
CEPTED. 

Arizona  Podiatry  Association  — Meeting 

K.  S.  Garvin,  D.S.C.,  President,  Arizona  Podiatry 
Association,  by  letter  dated  October  24,  1966,  requests 
meeting  between  its  Medical  Liaison  Committee,  chaired 
by  Dr.  Felton  Gamble,  of  1888  North  Country  Club 
Road,  Tucson,  and  the  subcommittee  of  the  Professional 
Committee  to  diseuss  the  matter  of  hospital  privileges. 

Dr.  Jarrett,  as  ArMA  President,  responded  to  Dr. 
Garvin’s  inquiry  that  Medicine’s  position  with  regard  to 
extending  hospital  staff  membership  to  Podiatrists  has 
been  a negative  one  due  to  the  inability  of  Podiatrists, 
because  of  their  special  training,  to  do  routine  histories 
and  physicals  and  assume  the  over-all  medical  respon- 
sibility of  the  patient;  fmther,  that  this  Association’s 
relationship  with  para-medical  groups  is  the  respon- 
sibility of  its  Professional  Committee;  and  that  his  re- 
quest for  meeting  is  being  referred  to  it  for  a meeting 
mutually  agreeable.  MATTER  LEFT  TO  DISCRETION 
OF  PROFESSIONAL  COMMITTEE. 

Southside  District  Hospital  (Mesa) 

Southside  District  Hospital  of  Mesa  seeks  viewpoint 
of  Arizona  Medical  Association  regarding  the  granting 
of  limited  staff  privileges  to  Podiatrists  in  general  hos- 
pitals. Advised  similarly  that  Medicine’s  position  is  a 
negative  one.  NO  FURTHER  ACTION  INDICATED. 
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MD-DO  Relationship 

Pima  County  Medical  Society,  in  the  matter  of  pro- 
priety of  professional  relationships  between  Doctors  of 
Medicine  and  Doctors  of  Osteopathy,  inquires  whether 
or  not  it  is  proper  to  submit  written  reports  on  patients 
to  the  referring  osteopatliic  physician  — whether  you 
wish  to  call  this  a “consultation  report”  or  simply  an 
informative  communication,  and  whether  or  not  the 
patient  remains  under  the  care  of  the  Doctor  of 
Medicine. 

Professional  Committee  recommends  to  this  Board 
tliat  Pima  County  Medical  Society  should  be  informed 
again,  reiterating  the  position  of  this  Association  with 
the  additional  statement  that;  “at  all  times,  the  patients’ 
benefit  or  well-being  must  be  of  paramoimt  interest 
under  extenuating  circumstances.”  Considerable  discus- 
sion ensued. 

Board  withdraws  its  1964  position  that  “voluntary 
professional  association  with  doctors  of  osteopathy  is 
unethical”  insofar  as  the  Association  is  concerned  be- 
cause of  the  fact  that  the  situation  in  Arizona  is  so 
diverse  that  this  whole  problem  should  be  handled  by 
the  county  level,  the  county  medical  societies  being 
autlrorized  to  solve  tliis  problem  in  the  best  manner  in 
their  respective  counties. 

S.  3008  — H.R.  13197  — Comprehensive  Health  Planning 

The  Board  irreviously,  on  recommendation  of  its  Fed- 
eral Services  Committee,  approved  support  of  S.  3008 
(89th  Congress)  designed  to  promote  and  assist  in  the 
e.xtension  and  improvement  of  comprehensive  health 
planning  and  public  health  service  and  provide  for  a 
more  effective  use  of  Federal  Funds  for  such  planning 
serv'ice.  H.R.  13197  (89th  Congress)  is  a companion  bill. 

The  Professional  Committee,  reviewing  the  subject, 
received  information  that,  apparently,  it  is  desirable  to 
do  away  with  specific  grants  on  cancer,  chronic  illness, 
aging,  dental  health,  mental  health,  heart  disease,  home 
health  services,  community  mental  health,  radiological 
and  tuberculosis  services,  allowing  then  to  spend  money 
where  it  is  necessary;  however,  there  is  recent  indication 
tliat  it  is  intended  to  increase  tire  appropriation  tremen- 
dously, the  states  to  match  the  respective  fund  alloca- 
tion. In  Arizona,  this  may  well  require  a matching  fund 
approximating  five  milHon  dollars.  It  is  recommended 
that  the  Board  take  no  action  at  this  time.  Dr.  Payne 
stated  that,  since  this  action  was  taken.  Congress  has 
passed  a substitute  bill,  P.L.  89-749  (S.  3008),  now  law, 
which,  among  other  things,  requires  designation  of  any 
agency  for  the  purpose  of  planning  the  program.  It  is 
recommended  that  the  President  be  authorized  to  write 
the  Governor  asking  him  to  designate  the  Arizona  State 
Department  of  Health  as  the  agency.  APPROVED. 
Ethics  — Publication  of  Medical  Advances 

The  Board  of  Directors  of  Maricopa  County  Medical 
Society  previously  expressed  deep  concern  over  the 
nation-wide  news  stories  concerning  medical  advances 
(mechanical  heart)  of  undetermined  merit  by  members 
of  the  profession.  The  1966  Judicial  Opinions  and 
Reports,  page  62,  states:  “when  any  sort  of  medical 
information  is  released  to  the  public,  the  promise  of 
radical  cures  or  of  extraordinary  skill  or  success  is 
unethical.”  AMA  has  been  requested  to  pubUcize  in 
AMA  News  and  other  media  the  importance  of  strict 
adherence  to  the  Code  of  Ethics  ruling  on  publicity. 


Professional  Committee  of  the  consensus  that  this  type 
of  publicity  is  not  ethical,  not  in  the  interest  of  either 
the  patient  or  the  physician,  recommends  that  a similar 
statement  be  forwarded  to  AMA.  REPORT  ACCEPTED. 
Retired  Physician  Utilization 

Professional  Committee  recommends  that  some  means 
be  found,  possibly  through  a By-Laws  amendment,  to 
utilize  the  talents  of  retired  physicians  now  residing  in 
this  State.  Possibly,  they  could  be  given  some  type  of 
membership  classification  not  requiring  licensure.  They 
could  be  appointed  representatives  of  this  Association 
to  various  community  boards  and  councils,  keeping  it 
better  informed.  REPORT  ACCEPTED  AND  MATTER 
REFERRED  TO  ARTICLES  OF  INCORPORATION 
AND  BY-LAWS  COMMITTEE. 

Poison  Control  Committee 

Pima  County  Medical  Society  recommends  the  estab- 
lishment of  a permanent  Poison  Control  Committee  by 
the  Arizona  Medical  Association. 

Determined  to  request  Professional  Committee  to  re- 
activate a subcommittee  on  Poison  Control. 

Diabetes  Detection  Drive 

Dr.  Jarrett  reviewed  the  Diabetes  Detection  program 
recently  concluded,  organized  statewide  through  the 
Professional  Committee  by  its  subcommittee  on  Aging 
and  General  Medicine,  chaired  by  Harold  W.  Kohl,  Jr., 
M.D.,  spearheaded  by  Marguerite  S.  Williams,  M.D., 
section  on  Diabetes,  as  an  experiment,  in  cooperation 
with  the  American  Diabetes  Association.  The  purpose 
was  to  detect  unsuspected  diabetics  and  direct  such 
cases  to  the  individual’s  family  physician.  Dextrostix 
were  used  for  screening  and  contributions  of  fifty  cents 
each  were  welcomed  on  basis  of  abihty  to  pay;  other- 
wise, free.  Component  county  medical  societies  were 
asked  to  participate  and  all  but  possibly  four  did  so. 
The  results  are  yet  to  be  reported;  however,  prelim- 
inary reports  indicate  that  the  response  in  Pima  County 
was  very  good.  Maricopa  County  screened  from  three  to 
four  thousand,  Gila  County  about  eight  hundred,  and 
about  one  hundred  cases  were  referred  to  the  family 
physician  for  further  evaluation.  Whether  such  program 
or  one  like  it  will  be  undertaken  in  the  future  under 
ArMA  sponsorship  will,  of  course,  depend  upon  final 
results  reported.  It  has  not  been  without  criticism  among 
certain  of  our  confreres,  especially  among  the  Tucson 
physicians.  Richard  S.  Armstrong,  M.D.  (Tucson),  was 
among  the  critics  and  a letter  was  presented  and  read 
setting  forth  his  concern.  The  President  responded.  The 
results  of  the  test  are  being  awaited. 

MEDICAL  ECONOMICS  COMMITTEE 

ODMC  Contract  No.  DA-05-114-MD-12 

Authorized  execution  of  (a)  Supplemental  Agreement 
(ID  No.  1203  Modification)  establishing  a final  claim 
rate  of  $1.70  for  the  period  September  1,  1964,  through 
February  28,  1966,  (b)  Three  Party  Release  Form  — 
Contractor’s  Release,  (c)  Three  Party  Assignment  Form 
— Contractor’s  Assignment  of  Refunds,  Rebates,  Credits 
and  Other  Amounts,  and  (d)  Cumulative  Claim  and 
Reconciliation  Statement  for  the  aforementioned  period. 
These  have  been  previously  executed  by  Arizona  Blue 
Shield  Medical  Service  (Fiscal  Administrator),  and  the 
component  county  medical  society  secretaries  were  in- 
formed of  this  pending  action  July  29,  1966. 
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ODMC  Contract  No.  DA-05-114-66-MD-87 

Medical  Economics  Committee  recommends  to  Board 
that,  at  tlie  appropriate  time,  the  current  ODMC  con- 
tract, expiring  February  28,  1967,  only  be  renegotiated 
on  a “usual,  customary  and  reasonable”  fee  basis. 
ACCEPTED. 

Authorized  execution  of  Supplemental  Agreement  (ID 
No.  8702  Modification)  providing  for  outpatient  care 
for  dependents  of  active  duty  service  personnel,  under 
P.L.  89-614,  the  Military  Service  Benefits  Amendments 
of  1966,  effective  October  1,  1966;  and  directed  that  it 
be  forwarded  to  Arizona  Blue  Shield  Medical  Service 
(Fiscal  Administrator)  for  similar  action. 

Industrial  Commission  of  Arizona  — Fee  Schedule 

In  the  absence  of  the  Chairman  of  the  Medical  Econ- 
omics Committee,  Dr.  Ian  M.  Chesser,  consideration  of 
the  status  of  the  ICA  fee  schedule  renegotiation  must 
be,  of  necessity,  deferred. 

LEGISLATIVE  COMMITTEE 

Legislative  Activities  and  Operation 

Counsel  Jacobson  presented  a most  impressive  resume 
of  legislative  accomplishments  by  the  Association  since 
1953  to  date.  Following  is  his  advice  for  Legislative 
Committee  activities  in  the  future  based  upon  past 
problems  and  past  accomplishments; 

1.  A Legislative  Committee  that  is  heavily  oriented 
from  Maricopa  and  Pima  Counties  because  the  new 
composition  of  the  Legislature  has  21  out  of  30 
Senate  and  42  out  of  60  House  members  of  the 
two  major  counties. 

2.  Legislative  Committee  to  be  extended  a good  deal 
more  power  than  given  most  committees,  the  power 
to  make  quick  decisions  without  the  necessity  of 
a Board  meeting,  the  President  and/or  the  Execu- 
tive Committee  to  be  empowered  in  areas  of  doubt, 
to  make  immediate  decisions  through  telephone 
contact,  likewise,  without  a Board  meeting. 

3.  Legislative  Committee  should  have  available  to  it 
the  resources  of  a study  arm  or  arms  for  direct 
contact  such  as  (a)  legal  to  counsel,  (b)  federal 
legislation  to  the  assistant  executive  secretary  as- 
signed this  activity,  and  (c)  individual  member(s) 
in  a given  specialty  such  as  Obstetrics  and  Gyne- 
cology, Pediatrics,  etc. 

4.  Legislative  Committee  should  have  one  spokesman 
at  the  (Arizona  State)  Legislature.  It  should  not  be 
a hired  lobbyist.  It  could  be  a physician,  counsel 
or  the  Executive  Secretary. 

5.  Secure  unanimity  among  the  medical  doctors  of 
this  State  once  a position  is  taken,  else  without 
unanimity  among  the  doctors,  a Legislator  is  given 
an  excuse  for  either  failing  to  pass  legislation  de- 
sirable to  be  passed,  or  failing  to  kill  legislation 
desirable  to  be  killed.  This  could  be  achieved  by 
publicizing  to  the  membership  that  once  legisla- 
tive matters  reach  the  Legislature,  unanimity  is 
most  important.  Provide,  through  the  Legislative 
Committee,  the  opportunity  to  hear  divergent 
groups  among  the  doctors  then  and  there  and 
arrive  at  a final  decision.  The  Legislative  Com- 
mittee must  make  itself  instantly  and  constantly 
available  for  physicians  to  present  their  views  on 
legislation  and  give  them  a decision.  Once  a deci- 


sion is  made,  it  should  be  locked  in,  so  to  speak, 
and  the  importance  of  a unanimous  Association 
position  recognized  by  the  membership. 

6.  Legislative  Committee  should  be  given  the  right 
to  decide  on  importance  of  legislation  for  orienta- 
tion. To  be  effective,  it  cannot,  it  must  not,  take 
a position  on  every  piece  of  legislation  that  even 
remotely  concerns  health.  The  membership  should 
be  schooled  to  this  practicality. 

7.  Assist  the  Arizona  State  Department  of  Health,  as 
may  be  sought,  to  aid  it  in  the  multiple  forms  of 
federal  legislation  confronting  it.  This  could  be 
achieved  preferably  through  the  Legislative  Com- 
mittee or  a subcommittee  thereof,  utilizing  the  re- 
search and  study  being  developed  by  the  Assistant 
executive  secretary. 

The  Board  determined;  (a)  that  the  Legislative  Com- 
mittee be  empowered  to  act  immediately  (in  matters 
dealing  with  legislation)  on  the  advice  and  consultation 
with  the  Executive  Committee;  (b)  authorized  the  Chair- 
man, Dr.  Craig,  to  present  a detailed  program  along 
lines  of  these  principles  to  the  Executive  Committee  and, 
upon  its  agreement,  further  authorize  proceeding  there- 
with; and  (c)  that  this  Board  approve,  in  principle,  the 
recommendations  of  counsel. 

U.  S.  Post  Office  — Physician  Designation 

Pima  County  Medical  Society  calls  attention  to  prac- 
tice of  the  United  States  Post  Office  in  maintaining  a 
list  of  “Designated  Physicians”  to  whom  their  employees 
are  referred  for  treatment  of  injuries  sustained  on  the 
job,  and  that  only  those  designated  physicians  may  be 
compensated  for  such  treatment  under  the  provisions  of 
the  Federal  Employees  Compensation  Act.  This  is  con- 
sidered a grave  interference  with  the  principle  of  “free 
choice  of  physician.”  The  Board  of  Directors  of  Pima 
Society,  feeling  this  policy  to  be  restrictive  and  selective, 
moved  that  this  matter  be  brought  to  the  attention  of 
this  Association,  with  the  suggestion  that  efforts  be  made 
to  amend  the  Federal  Employees’  Compensation  Act  so 
that  all  Arizona  physicians  would  be  authorized  to  treat 
Federal  employees,  or  that  at  least  all  those  Arizona 
physicians  who  are  duly  licensed  to  practice  in  this 
State,  and  who  apply  to  the  Department  of  Labor,  may 
be  appointed. 

Determined  to  instruct  the  Delegates  to  AMA  (Drs. 
Melick  and  Steen)  to  bring  tliis  matter  to  the  attention 
of  the  American  Medical  Association;  further,  that  the 
Board  of  Directors  communicate  with  Arizona’s  two 
Senators  and  three  Representatives  to  the  Congress,  pre- 
senting the  problem,  expressing  the  feelings  of  this 
Association  relating  thereto  and  soliciting  their  assistance 
to  the  end  that  Federal  employees  may  be  extended  tlie 
privilege  of  “free  choice”  in  the  selction  of  his  or  her 
physician  and  surgeon  in  the  treatment  of  injuries  sus- 
tained on  the  job  provided  under  the  provisions  of  the 
Act  referred  to. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Kahle  reported  in  detail  the  activities  of  ArMPAC 
up  to  and  including  the  General  Election  earlier  this 
month  and  the  successful  results  achieved.  It  is  a living 
example  of  what  can  be  accomplished  with  the  coopera- 
tion of  the  membership,  and  every  effort  will  be  made 
to  increase  participation  with  sights  on  1968.  Grateful 


February,  1967 


105 


appreciation  and  thanks  were  expressed  to  all  those 
assisting  in  and  contributing  to  the  campaign.  The 
Chairman  further  stated  that  bootlis  will  be  provided 
during  the  annual  meetings  of  the  dentists  and  veterin- 
arians and  an  event  is  being  x:)lanned  to  be  held  during 
the  annual  meeting  of  this  Association. 

Approved  the  appointments  of  Ray  P.  Inscore,  M.D. 
(Prescott);  Paul  W.  Kleiver,  M.D.  (Wickenburg);  Don 
V.  Langston,  M.D.  (Phoenix)  (subject  to  membership 
accex^tance  by  Maricopa  County  Medical  Society);  and 
Doyle  L.  Hansen,  D.D.S.  (Holbrook)  to  membership  on 
the  ArMPAC  Board  of  Directors  for  the  remainder  of  the 
fiscal  year  1966-67. 

Authorized  a contribution  of  $1,000.00  to  the  Educa- 
tional Activities  of  ArMPAC  for  the  year  1967;  and 
accei^ted  the  report  of  Dr.  Kahle  commending  the 
Chairman  and  members  of  the  ArMPAC  Board  for 
their  jierformance. 

HOUSE  OF  DELEGATES 

Resolution  No.  8 — Blue  Shield  Task  Force 

Dr.  Jarrett  reported  on  the  status  of  negotiations  and 
results  of  a x^reliminary  meeting  held  in  Scottsdale  with 
Carl  R.  Ackerman,  M.D.,  Chairman,  National  Associa- 
tion of  Blue  Shield  Plans,  and  John  W.  Castellucci, 
Executive  Vice  President,  National  Association  of  Blue 
Shield  Plans.  It  is  x^lanned  to  send  a staff  member  to 
Arizona  prior  to  the  first  of  the  New  Year  to  undertake 
field  work  following  which  a task  force  will  be  appointed 
to  undertake  the  survey  early  in  1967.  RECEIVED. 
Resolution  No.  15  — Hospital  Board 
Physician  Membership 

Arizona  Hospital  Association  advises  appointment  of 
its  Liaison  Committee  for  the  purpose  of  conferring 
with  a similar  committee  of  ArMA  to  discuss  the  subject 
of  physician  members  on  Boards  of  Directors  of  hos- 
jritals,  the  intent  and  puipose  of  Resolution  No.  15, 
adopted  by  the  ArMA  Plouse  of  Delegates.  Its  com- 
posite; Charles  Kannard,  President,  Administrative  Offi- 
cer, USPHS  Indian  Hosjpital,  Phoenix;  Joseph  Prekup, 
President-Elect,  Administrator,  St.  Luke’s  Hospital,  Phoe- 
nix; Frank  J.  Dunning,  First  Vice  President,  Administra- 
tor, Canielback  Hospital,  Phoenix;  Don  Zuercher,  Second 
Vice  President,  Administrator,  Northwest  Hospital;  Glen- 
dale; Arnold  H.  Dysterheft,  M.D.,  Ex  Officio,  Past 
President  of  ArHA,  McNary;  and  Donald  J.  Hinnen, 
Executive  Director-Secretary  of  ArHA,  Phoenix. 

Accepted  resignation  of  Howard  C.  Lawrence,  M.D., 
(Phoenix)  as  member  of  the  ArMA  Liaison  Committee 
with  ArHA  and  approved  Presidential  interim  apjroint- 
ment  of  George  H.  Mertz,  M.D.,  (Phoenix)  to  fill  the 
vacancy. 

Good  Samaritan  Hospital  (Phoenix)  advises  that  Res- 
olution No.  15  was  submitted  to  its  Plospital  Medical 
Staff,  Executive  Gommittee  of  the  Medical  Staff  and 
the  Board  of  Trustees  for  consideration.  It  was  the 
recommendation  of  all  concerned  that  the  corporate 
structure  as  well  as  the  relationship  between  the  Board 
and  Medical  Staff  should  remain  as  currently  established, 
noting  that  for  years  in  the  past  “Good  Samaritan  Hos- 
pital has  comphed  with  the  spirit  of  the  Resolution 
submitted  by  the  Medical  Association.”  REGEIVED. 

Dr.  Jarrett  reported  in  detail  the  results  of  the  joint 
meeting  held  November  5,  1966,  with  members  of  tlie 
Liaison  Gommittees  of  both  ArMA  and  ArHA,  to  which 


were  invited  Presidents  of  Arizona  Hospital  Boards. 
Attendance  by  the  latter  group  was  very  disappointing. 
While  certain  of  the  hospitals  already  have  physician 
representation  on  their  respective  Boards  and  a few 
indicated  intention  of  making  such  appointments,  it  was 
recommended  by  the  Hospital  Group  that  there  be 
activated  a Joint  Gonference  Gommittee  which  would 
regularly  meet  for  the  purpose  of  discussing  matters 
of  mutual  interest. 

BOARD  OF  DIRECTORS 

Board  of  Medical  Examiners 

Governor  Goddard  appoints  Juan  E.  Fonseca,  M.D., 
(Tucson)  a member  of  the  Board  of  Medical  Examiners 
of  the  State  of  Arizona  for  the  term  July  27,  1966,  term- 
inating June  30,  1971.  RECEIVED. 

AMA  Council  on  Voluntary  Health  Agencies 

Dr.  Mehck  suggested  that  the  Association,  imder  its 
Professional  Committee,  establish  a council  to  look 
into  voluntary  health  agencies.  Ultimately,  it  should  be 
its  responsibility  for  determining  which  appeals  for 
public  money  are  worthy.  Reconunended  tliat  the 
AMA  Council  on  Voluntary  Health  Agencies  be  invited 
to  meet  in  Phoenix. 

Directed  that  Board  of  Directors  extend  an  invitation 
to  the  AMA  Council  on  Voluntary  Health  Agencies  to 
meet  in  Phoenix  sometime  in  the  future. 

ArMA  Standing  Committees 

Reported  that  all  membership  appointments  to  the 
GRIEVANCE  COMMITTEE  have  been  accepted. 
RECEIVED. 

Accepted  resignations  of  John  L.  Currin,  M.D.,  (Scotts- 
dale) and  Morris  E.  Stern,  M.D.,  (Phoenix)  as  members 
of  the  INDUSTRIAL  RELATIONS  COMMITTEE;  ap- 
proved the  Presidential  interim  appointments  of  David 
C.  James,  M.D.,  (Phoenix)  for  the  term  1966-69  and 
William  R.  Myers,  M.D.,  (Phoeni.x)  for  the  term  1966-68 
to  fill  the  two  vacancies  reported;  and  approved  the 
designation  of  member  Deraid  G.  May,  M.D.,  (Phoenix) 
as  Chairman  of  this  Committee  for  the  term  1966-67. 

Reported  that  all  membership  appointments  to  the 
PROFESSIONAL  COMMITTEE  have  been  accepted, 
including  Deraid  G.  May,  M.D.,  (Phoeni.x)  selected  by 
the  Arizona  Psychiatric  Society.  RECEIVED. 

ARTICLES  OF  INCORPORATION 
AND  BY-LAWS 

Referred  to  the  Articles  of  Incorporation  and  By-Laws 
Committee  for  consideration  and  report  back  to  this 
Board,  the  suggestion  of  the  Secretary  that  thought  be 
given  to  the  utilization  of  the  services  of  our  Past 
Presidents,  similarly  as  does  AMA  who  appoints  them 
ex-officio  members  of  its  House  of  Delegates  without 
the  right  to  vote. 

BENEVOLENT  & LOAN  FUND 
COMMITTEE 

VNB  Trust  No.  170-04714  — Interest  Rate 

Accepted  increase  from  6%  to  6V2%,  effective  October 
3,  1966,  the  interest  rate  charged  borrowers  under  the 
terms  of  VNB  Trust  Agreement  No.  170-04714,  the 
result  of  the  drastic  change  in  tire  money  market  in 
relation  to  both  the  discount  and  prime  rate  now  being 
charged.  With  this  approval  and  authorized  execution 
of  letter  so  indicating,  submitted  by  the  Valley  National 
Bank,  it  shall  constitute  written  agreement  to  the  effect 
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that  Covenants  4(c)  and  5(d)  and  any  other  applicable 
provisions  of  the  Agreements  are  amended  to  provide 
that  loans  made  pursuant  thereto  shall  bear  interest  at 
tliis  new  rate.  All  the  other  terms  and  conditions  of  the 
Agreement  will  remain  in  full  force  and  effect. 

Medical  Student  Loan  and  Scholarship  Programs 

Benevolent  and  Loan  Fund  Committee  recommends: 

(a)  that  guaranteed  medical  student  loans  be  extended 
to  qualified  applicants  for  a maximum  period  of  four 
(4)  years,  limited  to  the  time  they  are  in  medical  school; 

(b)  that  the  Board  of  Directors  be  requested  to  increase 
tlie  loan  limitation  previously  fixed  by  it  to  seventy-five 
percent  (75%)  of  the  annual  operating  budget;  and  (c) 
that  the  Board  of  Directors  be  further  requested  to 
make  available  (each  year)  to  the  medical  student  loan 
guarantee  fund  any  funds  remaining  in  the  scholarship 
fund,  after  awards,  such  funds  to  be  made  available  for 
secondary  medical  student  loans. 

Dr.  Cloud,  for  the  benefit  of  the  Board,  reviewed 
recent  developments  affecting  the  AMA-ERF  medical 
student  loan  program  with  withdrawal  of  two  of  the 
tliree  loaning  institutions,  the  result  of  the  tight  money 
market;  increase  in  the  interest  rate  affecting  the  bor- 
rowers; and  limiting  individual  loans  to  $750.00  per 
borrower  per  year,  a 50%  reduction. 

The  initial  VNB  Trust  No.  120-03068,  dollar  for 
dollar,  has  outstanding  as  of  August  31,  1966,  six  (6) 
loans  totalling  $10,710.16.  Cash  on  hand  in  this  Trust 
as  of  that  date  is  $30,267.28. 

The  current  VNB  Trust  No.  170-04714,  factor  of  12.5 
for  each  dollar  guarantee  on  deposit,  as  of  September 
15,  1966,  has  cash  on  hand  totalling  $8,957.08  making 
available  for  loans  $111,963.50.  Forty-two  (42)  loans 
have  been  granted  to  date  amounting  to  $102,864.85, 
leaving  a balance  for  loan  pui-poses  of  $9,098.65.  Board 
limitation  (65%  of  1966  Budget,  plus  transfers  from 
initial  Trust)  reflects  a total  of  $149,482.80. 

As  of  September  15,  1966,  fifteen  (15)  $500.00  scholar- 
ships have  been  granted  totaling  $7,500.00.  Cash  on 
hand:  $6,629.40.  This  fund  is  derived  from  interest  on 
savings  accounts  approximating  currently  at  about  $6,- 
000.00  per  year. 

Detennined  that  guaranteed  medical  student  loans 
be  extended  to  qualified  applicants  for  a maximum 
period  of  fom-  (4)  years  hmited  to  the  time  they  are  in 
medical  school  (at  a maximum  of  $1,500.00  per  year, 
per  qualified  applicant,  this  will  reduce  the  maximum 
total  individual  amount  available  for  loan  from  $10,- 
000.00,  as  previously  authorized,  to  $6,000.00). 

Determined  that  the  loan  limitation,  previously  estab- 
lished by  this  Board  at  sixty-five  percent  (65%)  of  the 
annual  operating  budget,  be  increased  to  seventy-five 
percent  (75%). 

Determined  to  make  available  (each  year)  to  the 
medical  student  loan  guarantee  fund  any  funds  remain- 
ing in  the  scholarship  fund,  after  awards,  such  funds  to 
be  made  available  for  secondary  medical  student  loans. 
Dr.  Cloud  stated  that  it  is  not  the  intent  to  deplete, 
each  year,  the  balance  remaining  in  the  Scholarship 
Fund,  after  awards,  to  be  transferred  to  the  guarantee 
loan  fund,  but  that  such  funds  be  made  available  to 
maintain,  if  necessary,  the  12.5  to  1 ratio  required  to 
meet  loan  applications  within  the  authorization  (now 
75%). 


Authorized  the  Committee  to  publicize,  amongst  the 
various  potential  sources  of  contributors,  the  medical 
student  loan  fund  program  to  make  them  acquainted 
with  the  e.xistence  of  such  program  and  encourage  con- 
tributions, if  they  so  desire. 

Roy  W.  Buterbaugh  (Tempe),  University  of  Colorado 
School  of  Medicine;  J.  William  Fitz  (Tucson),  University 
of  New  Mexico  School  of  Medicine;  Robert  William 
Lawrence  (Tucson),  University  of  New  Mexico  School 
of  Medicine;  and  David  L.  Stevig  (Phoenix),  North- 
western University  Medical  School,  recipients  of  scholar- 
ship awards,  express  their  appreciation  therefor.  RE- 
CEIVED. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Classifications 
MARICOPA 

Richard  N.  Boas,  M.D.  (Phoenix)  — Active,  granted 
Associate  (dues  exempt),  account  Residency,  effective 
October  24,  1966. 

David  Lee  Call,  M.D.  (Phoenix)  — Active,  granted 
Associate  (dues  exempt),  account  Military  Service,  effec- 
tive August  9,  1966. 

J.  Bruce  Harless,  M.D.  (Mesa)  — Active,  granted 
Associate  (dues  exempt),  account  Military  Service,  effec- 
tive May  26,  1966. 

Henry  J.  Eelch,  M.D.  (Phoenix)  — Active  (dues  exempt 
— over  70),  granted  Active  Fifty-Year  Club  (dues  ex- 
empt), effective  January  1,  1967. 

James  R.  Moore,  M.D.  (Phoenix)  — Active  (dues  ex- 
empt — over  70),  granted  Active  Fifty-Year  Club  (dues 
exempt),  effective  January  1,  1967. 

PIMA 

Ronald  Charles  Almgren,  M.D.  (Tucson)  — Active, 
granted  dues  exemption  for  the  year  1966,  account 
financial  hardship. 

Emory  Metz  Wright,  Jr.,  M.D.  (Tucson)  — Active, 
granted  Associate  (dues  exempt),  account  Military  Serv- 
ice, effective  October  11,  1966. 

W.  Claude  Davis,  M.D.  (Tucson)  — Active  (dues 
exempt  — over  70),  granted  Active  Fifty-Year  Club 
(dues  exempt),  effective  January  1,  1967. 

INDUSTRIAL  COMMISSION 
OF  ARIZONA 

ICA  Policy  No.  9241  Endorsement 

Industrial  Commission  of  Arizona  issues  “Corporate 
Officers  Endorsement”  to  become  a part  of  Policy  No. 
9241,  as  amended,  effective  July  1,  1966,  including 
active  executive  officers  (President,  Vice  President,  Sec- 
retary, Treasurer,  or  other  executive  officer  who  is 
elected,  or  appointed,  by  the  Board  of  Directors  or  the 
stockholders  of  the  corporation),  who  perform  services 
essential  to  the  ordinary  coiuse  of  the  corporate  busi- 
ness, and  shall  not  include  those  executive  officers  who 
perform  only  ministerial  functions  by  virtue  of  their 
office.  Payment  of  premium  is  required  for  active  execu- 
tive officers  hired  or  regularly  employed  in  Arizona, 
subject  to  a maximum  average  monthly  payroll  of 
$1,000.00  and  a minimum  payroll  of  $200.00  per  month. 
On  review  of  the  Accountant  and  counsel,  inasmuch  as 
officers  receive  no  salary,  it  is  recommended  tliat  a 
“waiver”  be  executed  by  each  such  officer  rejecting 
the  terms  of  both  the  Arizona  Workmen’s  Compensation 
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Law  and  the  Arizona  Occupational  Disease  Disability 
Law,  and  so  directed  by  the  Board. 

In  the  case  of  Mary  Hall,  et  al  vs.  American  Cancer 
Society  and  Fireman’s  Funds  Insurance  Co.,  242  A.C.A. 
4 (June  14,  1966),  the  California  decision  held  that 
non-profit  corporations  in  California  will  either  be  forced 
to  pay  additional  Workmen’s  Compensation  premiums 
for  their  volunteer  employees  or  run  the  risk  of  being 
e.xposed  to  treble  damages.  In  this  case,  the  employees 
had  not  waived  their  rights  to  Workmen’s  Compensation. 
Reviewed  by  counsel,  it  is  stated  that  this  case  has  no 
relevance  to  our  officers  who  execute  waivers.  Such 
waivers  only  pertain  to  Workmen’s  Compensation  ben- 
efits, and  officers  waiving  such  benefits  may  still  sue 
the  Medical  Association  at  common  law  (A.R.S.  23-906). 
Therefore,  even  though  the  Medical  Association  will 
not  be  required  to  pay  Workmen’s  Compensation  pre- 
miums for  these  officers  (waivers  being  filed),  the  Asso- 
ciation may  wish  to  maintain  its  own  insurance  to  protect 
it  against  possible  claims  at  common  law  by  such  offi- 
cers. While  no  action  was  taken  in  this  regard,  further 
evaluation  will  be  made  by  counsel. 

AMA  DUES  COLLECTION  COMMISSION 

Authorized  reimbursement  commencing  in  1967  to 
Maricopa  County  Medical  Society  and  Pima  County 
Medical  Society  the  commission  (Va  of  1%)  paid  to  the 
Association  by  AMA  for  tire  accounting  costs  in  collec- 
tion of  the  latter’s  annual  dues.  While  the  total  1966 
commission  payments  will  not  be  known  until  after  the 
close  of  the  year,  it  is  estimated,  on  the  basis  of  the 
1965  payments,  that  Maricopa  will  receive  approx- 
imately $350.00  and  Pima  appro.ximately  $150.00.  These 
two  counties  account  for  the  major  portion  of  the  com- 
mission payments,  and,  while  there  is  no  intent  to  dis- 
criminate, payments  to  the  other  county  societies  indi- 
vidually would  range  from  $2.00  to  $11.00,  and  it  is 
felt  the  cost  of  issuing  the  vouchers  would  not  warrant 
the  small  reimbursements  involved. 

AMA  ANNUAL  AND  CLINICAL 
MEETINGS'  EXPENSES 

Determined  upon  the  following  policy  with  regard 
to  attendance,  at  Association  expense,  to  the  Annual  and 
Clinical  Meetings  of  AMA:  that  the  Delegates  (2)  and 
Alternate  Delegates  (2),  the  corporate  Secretary  and 
Executive  Secretary  be  authorized  to  attend  both  the 
Annual  and  Clinical  Meetings  of  AMA;  that  the  President 
be  authorized  to  attend  the  Annual  Meeting  of  AMA, 
and  the  President-Elect  the  Clinical  Meeting  of  AMA, 
with  the  understanding  that  the  President  or  President- 
Elect  or  Vice  President  may  substitute  in  either  instance 
in  the  event  the  designated  President  or  President-Elect 
finds  it  impossible  to  attend  a designated  meeting;  and 
that  the  President  be  authorized  to  attend  the  Clinical 
Meeting  of  AMA  to  be  held  in  Las  Vegas  the  latter  part 
of  this  month  because  of  the  inability  of  either  the 
President-Elect  or  Vice  President  to  attend  this  meeting. 

FEDERAL  SERVICE  COMMITTEE 

Roche  Laboratories  — Drug  Reimbursement 

“Tbe  Roche  Medicare  Reimbursement  Plan,”  in  es- 
sence, is  a new  plan  introduced  this  year  by  Roche 
Laboratories,  a Division  of  Hoffman-La  Roche,  Inc. 
(Nutley,  New  Jersey),  which  will  reimburse  quarterly 
all  participating  hospitals  twenty-five  percent  (25%)  of 


the  cost  of  all  Roche  drugs  used  in  the  treatment  of 
hospitalized  patients  who  are  Medicare  beneficiaries. 
This  Plan  supplements  the  “Roche  Indigent  Patient 
Program”  through  which  physicians  in  private  practice 
can  obtain  any  Roche  product  without  charge  for  the 
treatment  of  needy  patients.  Perhaps,  among  these  needy 
patients  will  be  Medicare  beneficiaries  recently  dis- 
charged from  the  hospital  and  now  in  the  private  care 
of  physicians.  Use  of  this  program  is  invited  for  them 
as  well  as  for  any  medically  indigent  private  patient  to 
whom  the  physician  gives  freely  of  his  time  and  skill. 

President  authorized  to  communicate  with  the  Presi- 
dent of  Roche  Laboratories,  V.  D.  Mattia,  M.D.,  express- 
ing this  Association’s  appreciation  of  its  making  available 
Roche  drugs  to  indigent  patients;  however,  it  is  not  in 
agreement  that  non-indigent  Medicare  patients  should 
receive  similar  consideration. 

Heart  Disease,  Cancer  and  Stroke 

Approved  Presidential  interim  appointments  of  Carl 
R.  Bjorklund,  M.D.,  (Phoenix)  and  Darwin  W.  Neubauer, 
M.D.,  (Tucson)  to  membership  on  the  Regional  Medical 
Program  Advisory  Committee  of  the  Governor’s  Steering 
Committee  on  Heart  Disease,  Cancer  and  Stroke,  each 
having  accepted  the  assignment. 

Report  of  Darwin  W.  Neubauer,  M.D.,  member  of 
the  Regional  Medical  Program  Advisory  Committee  (com- 
prising thirteen  members,  five  of  which  are  doctors  of 
medicine),  established  for  the  purpose  of  implementing 
P.L.  89-239,  presented.  The  Committee  met  in  Casa 
Grande,  November  4,  1966,  to  review  the  draft  of  the 
Application  for  Regional  Medical  Program  Planning 
Grant.  It  dealt  with  each  section  and  came  to  an  “agree- 
ment of  intent”  on  each  section. 

Program  Goals  are  two  in  number:  1.  to  establish  a 
program  to  make  it  possible  to  deliver  the  highest  possi- 
ble quality  of  services  in  heart,  stroke,  cancer  and  related 
diseases  to  all  the  people  with  ma.ximum  effectiveness 
in  operations  and  efficiency  in  use  of  all  resources,  public, 
private  and  voluntary  (it  is  to  be  noted  the  words:  “to 
make  it  possible  to”  were  inserted  so  that  there  would 
be  no  misunderstanding  that  the  intent  of  this  program 
as  established  by  this  Gommittee  and  with  the  under- 
standing and  unanimous  agreement  of  all  people  present 
was  that  this  is  a communications  and  educational  pro- 
gram and  not  a treatment  program  in  any  sense);  and 
2.  to  develop  and  establish  a comprehensive  commimity- 
based  regional  plan  which  in  the  phased  execution  of  all 
of  its  integrated  components  will  be  responsive  to  the 
ultimate  objective  of  a Regional  Program  in  heart,  stroke, 
cancer  and  related  diseases.  It  is  to  be  noted  that  the 
original  program  submitted  by  Mr.  Garpenter  (Arizona 
State  Department  of  Health)  on  numerous  occasions 
referred  to  “A  University  hospital  system.”  This  concept 
of  the  establishment  of  a Univ'ersity  hospital  system  was 
completely  deleted  from  the  planning  program  as  sub- 
mitted, possibly  the  reasons  for  deletion  differing  in 
the  minds  of  the  members  of  tlie  Committee,  but  it  is 
significant  that  the  concept  of  establishing  a University 
hospital  system  was  not  considered  as  a part  of  this 
program. 

Determined  to  receive  this  report,  refer  it  to  the 
Federal  Services  Committee  for  consideration;  and  thence 
file  a copy  with  any  comments  to  AMA. 
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P.L.  89-97,  Medicare  — Title  XIX,  Public  Assistance 

Governor  Samuel  P.  Goddard  and  Jack  Williams, 
Governor-Elect,  contacted,  expressing  tliis  Association’s 
real  interest  in  Public  Law  89-97,  Medicare,  and  Title 
XIX,  Public  Assistance;  also,  Ghapter  90  A.R.S.  provid- 
ing a program  of  medical  assistance  for  payment  of 
medical  services  and  related  expenses  for  persons  sixty- 
five  years  of  age  and  older,  urging  consultation  with  it 
before  final  legislative  decisions  are  reached.  Acknowl- 
edged. REGEIVED. 

Ray  Fife,  M.D.,  President,  Maricopa  Gounty  Medical 
Society,  and  Richard  L.  Dexter,  M.D.,  Tucson  GUnic, 
each  expresses  appreciation  of  the  Federal  Services 
Gommittee  program  on  Medicare  and  commends  the 
presentations  by  Bruce  Robinson,  Assistant  Executive 
Secretary.  RECEIVED. 

INDUSTRIAL  RELATIONS 
COMMITTEE 

The  Industrial  Commission  of  Arizona  files  copies  of 
its  minutes  of  meeting  held  July  19,  1966,  appointing 
Drs.  Allan  I.  Cohen,  Monroe  H.  Green  and  Mayer 
Hyman  as  members  of  its  Cardiovascular  Advisory 
Board  for  the  term  1966-69;  also,  Drs.  John  F.  Currin, 
David  C.  James,  Deraid  G.  May,  Hal  W.  Pittman,  Morris 
E.  Stern,  Thomas  H.  Taber,  Jr.,  and  Stanley  S.  Tanz 
as  members  of  its  Medical  Advisory  Board  for  the  term 
1966-67,  each  in  accordance  with  the  recommendations 
of  this  Association.  RECEIVED. 

ARIZONA  TERRITORIAL  MEDICINE 
PUBLICATION 

Richard  A.  Harvill,  President,  University  of  Arizona; 
G.  Homer  Durham,  President,  Arizona  State  University; 
and  Merlin  K.  DuVal,  Jr.,  M.D.,  Dean,  College  of  Med- 
icine, University  of  Arizona,  in  behalf  of  their  respective 
institutions,  e.xpress  grateful  appreciation  and  thanks  for 
copy  of  volume  of  “Medicine  in  Territorial  Arizona” 
which  will  be  deposited  in  their  school  libraries.  RE- 
CEIVED. 

COMMUNICATIONS 

Arizona  State  Board  of  Crippled  Children’s  Services 

Arizona  State  Board  of  Crippled  Children’s  Services 
acknowledges  tlris  Association’s  interest  and  concern  in 
the  matter  of  establishment  of  fees  with  the  anesthesi- 
ologists, appreciates  its  offer  to  mediate;  however,  it 
appears  the  problem  is  being  resolved.  RECEIVED. 
Mohave  County  Medical  Society 

Mohave  County  Medical  Society  reports  on  the  out- 
come of  legal  action  in  the  case  of  Arthur  A.  Arnold, 
M.D.  RECEIVED. 

ANA  Nursing  Survey 

Dr.  Melick  reported  that,  as  the  result  of  this  Asso- 
ciation’s contributions  totalling  $3,000.00  to  the  Arizona 
Nurses  Association,  at  least  in  part,  a grant  from  Title 
I funds  of  the  Higher  Education  Act  will  enable  pro- 
ceeding with  the  planned  statewide  survey  of  clinical 
facilities  for  teaching  nursing.  The  total  budget  repre- 
sents an  amount  of  $28,737.00.  RECEIVED. 

OTHER  BUSINESS 

Medicare  — Aetna  Carrier 

Dr.  Dudley  presented  for  discussion  two  letters  re- 
ceived from  Aetna  Life  and  Casualty,  Carrier  for  Part 
B,  Medicare  — one  seeking  certification  of  the  doctor 
that,  when  he  bills  Medicare  Beneficiaries,  “the  charge 
is  the  charge  for  that  service  that  I customarily  make  to 


my  other  paying  patients  who  are  not  Medicare  Ben- 
eficiaries;” and  the  other  dealing  with  the  administration 
of  the  program  and  processing  of  patients’  claims. 
RECEIVED. 

Graduate  Education  of  Physicians 

Dr.  Melick  briefly  reviewed  three  reports  dealing  with 
graduate  education  of  physicians,  one  of  which,  the 
“Millis  Report,”  it  is  understood,  has  been  approved  by 
both  Maricopa  and  Pima  County  Medical  Societies  in 
principle.  The  other  two  deal  with  “Health  is  a Com- 
munity Affair”  by  the  National  Commission  on  Com- 
munity Health  Services,  and  “Report  of  the  Ad  Hoc 
Committee  on  Education  for  Family  Practice”  by  the 
Council  on  Medical  Education  of  AMA.  The  Millis 
report  will  be  discussed  at  the  forthcoming  Clinical 
Session  of  AMA  and  instruction  is  sought.  It  will  estab- 
lish a new  type  of  practice  called  the  Family  Physician, 
and  he  shall  be  educated  to  the  point  where  he  can  take 
a specialty  examination.  Lengthy  discussion  ensued. 

The  Delegates  were  instructed  to  support  the  Millis 
Report  in  principle  should  it  reach  the  floor  of  the 
House  of  Delegates  of  AMA  at  the  Clinical  Session 
for  action. 

MEETING  ADJOURNED  AT  4:20  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Saturday,  De- 
cember 3,  1966,  in  the  Central  Office  of  this  Association, 
Suite  201,  Safari  Building,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  2:10  p.m.,  Ian  M. 
Chesser,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Brown,  Harvey  G.;  Chesser,  Ian  M.,  Chairman; 
Dysterheft,  Arnold  H.,  President-Elect;  Henderson, 
Charles  E.,  Secretary;  Hoffman,  George  L;  Jarrett,  Paul 
B.,  President;  Ricker,  John  H.;  Spencer,  Steven  S. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 
EXCUSED: 

Dr.  Robbins,  Clarence  L.;  Dr.  Yeoman,  Elmer  E. 

MINUTES 

Minutes  of  the  meeting  of  the  Medical  Economics 
Committee  held  July  17,  1966,  approved. 

DEPENDENTS'  MEDICAL  CARE 
CONTRACT  (DA-05-1 14-66-MD-87) 

Reported  that  a Supplemental  Agreement  Modification 
to  the  Dependents’  Medical  Care  Contract  DA-05-114- 
66-MD-87  covering  the  term  March  1,  1966,  to  Feb- 
ruary 28,  1967,  authorized  executed  by  the  Board  of 
Directors  November  20,  1966.  Effective  October  1,  1966, 
extended  care  benefits  provided  the  Handicapped,  Re- 
tired Personnel  and  Their  Dependents;  effective  January 
1,  1967,  extended  care  benefits  provide  Inpatient  Care 
for  Dependents  of  Active  Duty  Personnel.  The  Congress 
approved  legislation  providing  these  additional  benefits 
in  July  of  this  year,  the  first  portion  being  implemented 
October  first.  Dr.  Chesser  reviewed  the  provisions  of 
this  expanded  program,  the  membership  having  likewise 


February,  1967 


109 


been  informed  through  publication  of  an  article  in 
ARIZONA  MEDICINE  by  Arizona  Blue  Shield  Medical 
Service  (Fiscal  Administrator). 

Effort  was  made  to  confer  with  Norman  E.  Peatfield, 
Brigadier  General,  MC,  USA,  Executive  Director,  and 
Wilham  H.  Hayes,  Colonel,  MSC,  USA,  Contracting 
Officer,  both  of  ODMC,  October  29,  1966;  however, 
due  to  their  heavy  schedule,  the  meeting  was  deferred 
until  January  next. 

Report  submitted  relating  to  renegotiation  of  its 
ODMC  contract  by  the  New  Mexico  Medical  Society 
following  the  “usual,  customary  and  reasonable”  fee 
concept. 

Chester  G.  Bennett,  M.D.  (Phoenix),  by  letter  dated 
November  30,  1966,  called  attention  to  Resolution  No. 
11  adopted  by  the  ArMA  House  of  Delegates,  May  1, 
1965,  providing:  “That  no  contracts  for  fee  schedules 
and/ or  conditions  of  practice,  now  or  in  the  future,  other 
than  indemnity  contracts  or  plans  which  are  completely 
devoid  of  rules,  regulations,  and  conditions  that  would 
in  any  way  interfere  with  the  physician’s  right  and 
privilege  to  establish  conditions  of  practice  and  his 
individually  determined  usual  fee  in  each  and  every 
individual  case,  may  be  entered  into  with  the  Federal 
government  or  its  representatives  by  the  Board  of  Direc- 
tors of  the  Arizona  Medical  Association  or  any  com- 
mittee of  Arizona  Medical  Association  or  any  represen- 
tatives or  employees  of  Arizona  Medical  Association.” 
It  was  further  resolved: 

“That  in  the  event  that  the  Federal  government  de- 
sires to  enter  into  contracts,  now  or  in  the  future,  other 
than  purely  and  clearly  indemnity  plans  or  contracts  as 
referred  to  above  with  the  Arizona  Medical  Association, 
such  contract  proposals  can  only  be  officially  considered 
and  negotiated  by  the  House  of  Delegates  of  the  Arizona 
Medical  Association,  meeting  in  regular  meeting,  or 
special  meeting  called  for  the  sole  purpose  of  considering 
such  matters,  but  not  until  a copy  of  the  applicable  law, 
together  with  a carefully  researched,  detailed  inter- 
pretation of  the  law  by  Arizona  Medical  Association 
attorneys,  together  with  the  Federal  government’s  pro- 
posed contract,  complete  in  every  detail,  including  a 
provision  for  annual  House  of  Delegates  review  and 
re-negotiation  of  any  and  all  contracts  or  plans,  has 
been  mailed  to  each  and  every  member  of  the  Arizona 
Medical  Association  at  least  sixty  days  prior  to  the 
above  mentioned  regular  annual  meeting  or  special 
meeting  of  the  House  of  Delegates  of  tire  Arizona 
Medical  Association.”  It  was  further  resolved: 

“That  notice  of  such  regular  meeting  or  special  meet- 
ing of  the  House  of  Delegates  of  the  Arizona  Medical 
Association  shall  be  sent  to  each  delegate  and  each 
alternate  delegate  of  the  Arizona  Medical  Association 
not  less  than  sixty  days  prior  to  the  date  of  such  regular 
annual  meeting  or  special  meeting  of  tire  House  of 
Delegates  of  the  Arizona  Medical  Association;  further, 
that  if  a quorum,  as  defined  in  our  bylaws,  is  not  present 
at  a regular  meeting  or  special  meeting  of  the  House  of 
Delegates  of  the  Arizona  Medical  Association,  the  reg- 
ular annual  meeting  or  special  meeting  will  be  cancelled 
and  all  provisions  of  this  resolution  shall  remain  in  effect 
until  another  regular  annual  meeting  or  special  meeting 
of  the  House  of  Delegates  of  the  Arizona  Medical 
Association  shall  be  called.” 


Considerable  discussion  ensued.  Under  present-day 
situations.  Resolution  No.  11  considerably  hmits  the 
latitude  for  negotiation  with  the  Federal  Government. 
It  is  obvious  that,  unless  ODMC  is  agreeable  to  accept- 
ing the  UCR  fee  schedule  concept,  any  alternate  or 
compromise  proposal  recommended  must  be  referred  to 
the  ArMA  House  of  Delegates  under  a very  restricted 
limitation  of  meeting.  Time  is  of  the  essence,  and  it  is 
doubtful  agreement  can  be  reached  by  March  first  next 
unless  ODMC  is  agreeable  to  the  UCR  concept. 

It  was  determined  that  a meeting  with  General 
Peatfield  and/or  Colonel  Hayes  first  be  consummated; 
should  results  reflect  agreement  in  renegotiation  of  the 
ODMC  contract  on  the  basis  of  the  UCR  fee  concept, 
such  recommendation  should  be  made  to  the  Board  of 
Directors;  should  such  agreement  not  materiahze,  the 
Medical  Economics  Committee  should  then  report  the 
results  of  its  deliberation  with  ODMC  and  submit  its 
recommendation  to  the  Board  suggesting,  if  necessary, 
that  Resolution  No.  11,  adopted  May  1,  1965,  be  re- 
pealed and/or  amended,  as  may  be  indicated;  and  that 
the  Board  be  alerted  to  the  dilemma  created  by  Resolu- 
tion No.  11  indicating  that,  unless  it  is  possible  to  re- 
negotiate on  tlie  basis  of  UCR,  there  is  nothing  that  can 
be  done  until  the  next  meeting  of  the  House. 

THE  INDUSTRIAL  COMMISSION 
OF  ARIZONA 

Transabdominal  Anterior  Interbody  Spinal  Fusion 

Reviewed  considerable  correspondence  seeking  the 
establishment  of  an  adequate  fee  for  Team  Surgery  in 
Transabdominal  Antrior  Interbody  Spinal  Fusion.  Dis- 
cussion ensued. 

Determined  to  include  an  adequate  fee  for  such  team 
surgery  when  and  at  such  time  renegotiation  with  the 
Industrial  Commission  takes  place. 

Yuma  County  Medical  Society  — Complaints 

Reviewed  correspondence  originating  out  of  Yuma 
County  Medical  Society  setting  forth  certain  complaints 
relating  to  the  operation  of  the  Industrial  Commission 
of  Arizona.  While  the  Society  appealed  direct  to  ICA, 
it  was  suggested  that  it  would  appear  more  appropriate 
had  it  first  sought  the  counsel  of  this  Association  through 
either  or  both  its  Industrial  Relations  Committee  or 
Medical  Economics  Committee  where  certainly  the 
weight  and  influence  of  the  entire  medical  profession, 
acting  as  a whole,  representing  the  fourteen  component 
county  medical  societies,  rather  than  unilateral  action, 
should  prove  more  productive  and  in  line  with  the 
established  procedure  between  the  Industrial  Commis- 
sion and  this  Association. 

Determined  to  consider  tliese  complaints  at  the  time 
of  renegotiation  with  the  Industrial  Commission. 

Professional  Radiological  Fees 

Considerable  correspondence  was  reviewed,  including 
complaints  and  recommendations  dealing  with  the  sep- 
aration of  radiological  fees  from  hospital  services,  the 
Blue  Cross-Blue  Shield  Plan  consummated  to  effect 
such  separation  and  dissatisfaction  over  deduction  of 
x-ray  fee  by  ICA  when  such  service  is  provided  and 
equipment  employed  by  the  physician  in  his  office. 

Determined  to  consider  these  matters  during  renego- 
tiation proceedings  with  the  Industrial  Commission. 
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ICA  Fee  Schedule  Renegotiation 

Counsel  opinion  requested  recites  that  A.R.S.  23-908 
(b)  provides:  “The  Commission  shall  fix  a schedule  of 
fees  to  be  charged  by  physicians  attending  injured  em- 
ployees which  shall  not  be  exceeded.” 

Aware  of  this  statutory  requirement,  the  Board  of 
Directors,  under  date  of  July  26,  1966,  notified  the 
Industrial  Commission  of  Arizona  that  it  had  directed 
its  Medical  Economics  Committee  to  commence,  at  this 
time,  renegotiation  of  the  Fee  Schedule  on  the  basis  of 
the  “usual,  customary  and  reasonable”  fee  concept;  and, 
while  it  is  cognizant  of  the  fact  that  the  law  requires 
the  ICA  to  establish  a fee  schedule,  it  is  concluded 
tliat  a factor  of  6 on  the  basis  of  the  California  Relative 
\hrlue  Schedule  (1964)  is  as  close  as  is  possible  to  achieve 
the  concept  of  UCR. 

Robert  C.  Canthorn,  Director,  Research  and  Planning 
— ICA,  by  letter  dated  October  7,  1966,  responded: 
“While  the  Commission  agrees  that  it  is  not  too  early 
to  begin  thinking  about  next  year’s  Fee  Schedule,  it 
feels  that  the  scheduling  of  renegotiation  meetings  should 
be  preceded  by  a full-scale  submission  of  statistical  data 
and  other  relevant  information  in  support  of  the  re- 
quested Fee  Schedule.  The  Commission  is  keenly  aware 
tliat  the  adoption  of  a relative  conversion  factor  of  6 
would  represent  a 33V3%  increase  in  fees  over  a three- 
year  period  (Dr.  Chesser  pointed  out  that  it  was  not 
intended  that  renegotiation  be  on  a three-year  basis). 
Although  such  an  increase  may  be  fully  supportable,  it 
certainly  is  not  of  negligible  magnitude,  and  the  Com- 
mission’s responsibihty  as  a public  agency  requires  it  to 
consider  the  matter  in  full  before  acting.  In  view  of  the 
many  complex  issues  involved,  such  full  consideration 
clearly  implies  access  to  a written  presentation  of  the 
issues.”  It  was  concluded:  “I  am  sure  that  you  appreciate 
the  Commission’s  position  on  tliis,  and  I have  no  doubt 
that  the  Medical  Economics  Committee  has  ready  access 
to  a full  record  of  data  supporting  the  recommendation.” 
Dr.  Chesser  stated  it  does  not  have  ready  access  to 
such  data. 

While  tlrere  is  question  as  to  the  statement:  “The 
Commission’s  responsibility  as  a public  agency,”  the 
Chairman  pointed  out  that,  in  his  opinion,  it  is  not  a 
public  agency  but  an  insurance  company  that  charges  a 
premium  and  passes  tlie  cost  on  to  tire  employer  and 
does  not  handle  public  funds.  The  Commission  in  the 
past  has  taken  the  position  that  it  is  difficult  to  nego- 
tiate on  less  than  a three-year  basis;  however,  this  would 
not  be  so  if  renegotiation  is  on  a “conversion  factor.” 

Considerable  discussion  ensued.  Reviewed  correspond- 
ence from  the  Arizona  Hospital  Association  suggesting 
joint  renegotiations  with  the  Industrial  Commission  of 
Arizona;  from  Dr.  Ricker  suggesting  complete  revision  of 
the  fee  schedule  following  contact  with  the  various 
specialty  groups;  from  Dr.  Chester  G.  Bennett  suggest- 
ing that  the  Industrial  Commission  of  Arizona  be  given 
a reasonable  period  of  time  to  have  the  appropriate  laws 
changed  to  permit  them  to  function  under  the  usual  and 
customary  fee  concept;  and  from  the  ICA  regarding  Dr. 
Hoffmann’s  complaint  relating  to  fee  for  a Myelography. 


It  was  detennined  to  arrange  for  a meeting  in  the 
very  near  future  on  a more  or  less  exploratory  basis 
with  the  (ICA)  Commissioners;  further,  that  we  request 
of  John  Foster  these  charges  that  fall  within  this  90% 
percentile;  and  obtain  from  the  sjiecialty  groups  before 
such  meeting  their  acceptable  figures. 

GROUP  PROFESSIONAL 
LIABILITY  INSURANCE 

The  Chairman  reported  interview  held  with  Charles 
Fisher  (Phoenix)  and  Robert  Kley  interested  in  the  de- 
velopment for  the  membership  of  a Group  Professional 
Liability  Policy  with  rates,  benefits  and  iDarticipation 
recxuirements  satisfactory  to  the  Association.  Business 
and  personal  coverage  up  to  one  million  dollars  in  excess 
of  the  one  hundred  thousand  — three  hundred  thousand 
dollars  on  all  liability  exposures,  excluding  only  owned 
and  non-owned  aircraft,  is  contemjplated;  three-year 
coverage  and  rate  guarantee  plus  three-year  renewal  of 
coverage  guarantee;  cost  greatly  reduced;  prior  Associa- 
tion decision  on  eligibility  rules;  total  response  to  allega- 
tions — vigorous  iprosecution;  legal  counsel  available  on 
prejiaid  retainer  for  all  discussion  and  decision;  and 
Board  review  of  claims,  pending  and  paid.  As  an  example 
under  physician  class  IV  with  15%  deviated,  the  pre- 
mium would  be  $527;  the  proposed  group  program  rate 
would  be  $491;  and  the  bureau  rate  would  be  $599.  For 
tbe  development  and  presentation  of  such  proposal,  the 
Ghairman  apjjointed  Gharles  Fisher  and/or  Robert  Kley 
as  the  exclusive  broker  of  record  to  act  for  and  on 
behalf  of  the  Association  to  seek  and  obtain  group  pro- 
fessional liability  pro[)osals  without  binding  the  Asso- 
ciation to  the  results  obtained.  Membership  participation 
of  50%  will  be  required.  REPORT  RECEIVED. 
Coconino  County  Medicare  Indigents 

OTHER  BUSINESS 

Dr.  Spencer  irresented,  in  behalf  of  the  Coconino 
Coimty  Medical  Society,  its  difficulties  obtaining  pay- 
ment for  Coconino  County  Medicare  Indigents.  It  is  felt 
that  it  is  neither  desirable  nor  necessary  to  bill  these 
patients  by  assignment.  Because  of  their  economic  status, 
they  are  unable  to  pay  directly,  and  promissory  notes  for 
the  same  reason  seem  impractical.  In  addition,  Aetna  is 
forbidden  by  regulation  to  accejpt  receipted  bills  from 
Coconino  County  Board  of  Supervisors.  It  is  desirable  to 
have  the  Federal  regulations  regarding  non-payment  to 
such  counties  either  stricken  or  abridged.  Since  the  pa- 
tients in  question  are  economically  incompetent,  perhaps 
a representative  payee  could  be  established  as  with 
patients  mentally  incompetent.  Local  invesitgators  seem 
to  indicate  that  the  county  structure  could  be  modified 
without  too  much  difficulty  to  accept  and  disburse  these 
monies  directly  to  tlie  concerned  physician.  A graft  was 
presented  setting  forth  billing  procedure  with  and 
without  assignment. 

Determined  to  refer  tlie  matter  to  the  Federal  Serv'- 
ics  Committee  for  its  attention. 

MEETING  ADJOURNED  AT  5:35  P.M. 

Charles  E.  Henderson,  M.D. 

Seeretary 
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AD  HOC  COMMITTEE  ON 
FEDERAL  SERVICES 

Meeting  of  the  Ad  Hoc  Committee  on  Federal  Serv- 
ices of  The  Arizona  Medical  Association,  Inc.,  held  Sun- 
day, December  11,  1966,  in  Suite  201,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  2:22 
P.M.,  William  B.  Steen,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Caldwell,  Hayes  W.;  Dysterheft,  Arnold  H., 
President-Elect;  Henderson,  Charles  E.,  Secretary;  Jar- 
rett,  Paul  B.,  President;  Kemberling,  Sidney  R.;  Reed, 
Wallace  A.;  Spendlove,  Ceorge  A.,  Commissioner,  Ari- 
zona Health  Department;  Steen,  William  B.,  Chairman; 
Yount,  Jr.,  Clarence  E. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary;  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 
GUESTS: 

Messrs.  Blazek,  James  A.,  Superintendent,  Medicare 
Claims  Administration,  Aetna  Life  & Casualty  Company; 
Foster,  John  C.,  Executive  Director,  Arizona  Blue 
Cross/Blue  Shield;  Dr.  Land,  Francis  L.,  Medical  Con- 
sultant, Biueau  of  Family  Services,  Department  of 
Health,  Education  and  Welfare. 

EXCUSED: 

Drs.  Neubauer,  Darwin  W.;  Ochsner,  Albert  J. 

MINUTES 

The  minutes  of  the  meeting  of  September  18,  1966, 
were  approved  as  distributed. 

CARRIER  — PART  B — AETNA  LIFE 
INSURANCE  CO. 

Mr.  James  Blazek,  Superintendent,  Medicare  Claims 
Administration,  reported  on  current  status  of  the  pro- 
gram. He  pointed  out  that  his  staff  has  grown  from  20 
to  70,  and  anticipates  that  it  will  increase  to  80. 

He  reported  that  they  are  receiving  in  excess  of  5,000 
gross  claims  per  week.  They  anticipate  it  might  level  off 
at  7, .500  per  week.  He  stated  that  a “clean”  claim  takes 
three  weeks  to  pay.  He  also  noted  that  his  office  works 
two  shifts  a day,  six  days  a week. 

Mr.  Blazek  reported  the  following  represented  the 
per  cent  of  the  total  claims  received  that  were  on  the 
assignment  basis: 

9/20  63% 

10/10  64% 

10/20  64% 

11/19  64% 

The  above  include  hospital-based  physicians’  claims. 
The  December  tenth  percentage  was  35%,  but  did  not 
include  hospital-based  physicians’  claims. 

A discussion  of  a dual  fee  schedule  ensued.  Mr.  Blazek 
indicated  that  no  fee  schedule  existed  and  that  the  usual, 
customary  and  prevailing  fee  in  the  community  is  being 
paid. 

FISCAL  INTERMEDIARY  — PART  A — 
ARIZONA  BLUE  CROSS 

Mr.  John  C.  Foster,  Executive  Director,  Arizona 
Blue  Cross/Blue  Shield,  reported  that  they  are  process- 
ing claims  on  a daily  basis  and  payment  is  made  within 
a week  of  receipt  of  the  claim.  He  stated  that  they  are 
paying  out  about  $375,000.00  per  week  and  are  receiv- 
ing 3,000  claims  per  week,  which  include  Outpatient 


claims,  Home  Health  Agencies  and  Inpatient  hospital 
claims.  Records  indicate  that  the  average  length  of  stay 
is  eleven  days.  A total  of  13  full  time  employees  have 
been  assigned  to  this  program. 

Mr.  Foster  stated  that  they  have  educational  programs 
underway  for  Extended  Care  Facility  personnel  as  they 
will  be  paying  claims  for  this  group  commencing  Jan- 
uary 1,  1967. 

TITLE  XIX 

Dr.  Francis  L.  Land,  Medical  Consultant,  Bureau  of 
Family  Services,  Department  of  Health,  Education  and 
Welfare,  Washington,  D.C.,  was  introduced  and  spoke 
extensively  on  many  ramifications  of  the  Title  XIX 
program. 

Title  XIX  Subcommittee  Report 

Dr.  Wallace  A.  Reed,  Chairman,  reported  that  the 
subcommittee’s  recommendation  was  as  follows: 

“It  was  regularly  moved  and  carried  that  the 
Title  XIX  Subcommittee  recommend  to  the 
Federal  Services  Committee  that  the  Title  XIX 
Subcommittee  be  directed  to  draft  legislation 
which  could  serve  as  basis  for  implementing 
Title  XIX  in  Arizona.” 

It  was  moved  and  carried  that  the  recommendation 
of  the  Subcommittee  be  accepted  and  implemented. 

Dr.  Francis  Land  volimteered  to  loan  us  Mr.  Charles 
Cubbler  to  assist  and  guide  the  Subcommittee  in  its 
work. 

It  was  moved  and  carried  that  the  Board  of  Directors 
be  polled  by  telephone  requesting  permission  to  draft 
a law  to  implement  Title  XIX. 

Discussion  ensued  on  the  matter  of  timing  and  de- 
termination was  made  that,  if  the  Board  of  Directors 
gives  its  approval,  the  Subcommittee  should  proceed 
as  rapidly  as  possible. 

It  was  determined  that  the  President  of  the  Associa- 
tion should  prepare  an  announcement  to  the  news 
media  which  would  include  an  invitation  to  all  inter- 
ested groups,  including  consumer  representation,  to 
assist  us  in  this  effort. 

PUBLIC  HEALTH  SERVICE  CONTRACT 

Dr.  Spendlove  commented  that  the  Pubhc  Health 
Service  has  approached  us  to  see  if  we  would  be  inter- 
ested in  accepting  a grant  to  set  up  consultation  to  local 
Utilization  Review  Committees.  It  was  determined  that 
the  Committee  was  interested  in  pursuing  this  matter 
further  and  that  the  suggested  contract  be  reviewed  for 
future  action  by  the  Board  of  Directors. 

ADVISORY  COMMITTEE 
TO  P.L.89-749 

Dr.  Spendlove  stated  that  the  Governor  has  asked  for 
recommendation  of  names  of  doctors  to  attend  a meet- 
ing in  March  called  by  the  National  Health  Coimcil. 
It  was  determined  that  the  matter  would  be  referred 
to  the  Executive  Committee  for  action. 

AD  HOC  COMMITTEE  ON  FEDERAL 
SERVICES  — APPOINTMENT 

Dr.  Daniel  T.  Cloud  (Phoenix)  was  recommended  for 
appointment  to  the  Ad  Hoc  Committee  on  Federal 
Services  and  to  the  Title  XIX  Subcomittee. 

MEETING  ADJOURNED  AT  6:10  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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DORSEY 


winter  1966 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue:  the  nose  as  a shock  organ 


Air  Pollution 


Sex 


the  nose  as  a shock  organ 

by  Charles  J.  Shagoury,  M.D., Chelmsford,  Massachusetts 


"Is  it  a cold,  hay  fever,  or  has  he  been  reprimanded 
by  his  boss  ?”  Occasionally,  you  will  ask  yourself  this 
question  when  confronted  by  a patient  with  abrupt 
onset  of  rhinorrhea,  nasal  obstruction,  and  sneezing. 
Usually  the  history  will  elucidate  the  problem,  but 
examination  of  the  nose  will  often  provide  valuable 
clues  to  the  correct  diagnosis. 

The  nose  is  a shock  organ  in  a double  sense.  First,  it 
is  in  the  nose  that  the  confrontation  takes  place  with 
the  surrounding  atmosphere.  For  twenty-four  hours 
a day,  the  nose  must  meet  the  varying  challenges  of 
the  inspired  air,  containing  perhaps  noxious  chemi- 
cals, dust,  dirt,  bacteria,  viruses,  fungi,  and  indus- 
trial pollutants  of  all  kinds,  and  render  it  clean, 
virtually  sterile,  and  fit  for  the  sensitive  alveoli  of 
the  lungs.  Whatever  the  temperature  or  humidity 
of  the  atmosphere,  the  nose  must  transmit  it  to  the 
lungs  at  approximately  98  °F,  and  with  a humidity 
of  approximately  40  %d 

Second,  in  particularly  susceptible  patients,  the  nose 
acts  as  a shock  organ  in  a manner  totally  unrelated 
to  its  normal  function.  Persons  with  hay  fever  re- 
spond to  ordinarily  harmless  materials  by  extreme 
nasal  congestion,  with  marked  rhinorrhea  and  vio- 
lent spasms  of  sneezing.  In  some  patients,  exposure 
to  threatening  or  disagreeable  agents,  or  situations 
involving  mental  conflict  may  result  in  a reaction 
which  is  exclusively  nasal,  with  swelling  of  the 
turbinates,  and  marked  hypersecretion.^ 

Hasal  symptoms  usually  result  when  the  nose  seeks 
to  perform  its  function  of  getting  rid  of  noxious  and 
dangerous  elements  in  the  atmosphere,  and  prevent 
their  admission  to  the  trachea  and  lungs.  Small  par- 
ticles are  removed  by  the  mucous  coating  which 
blankets  the  nasal  passages.  This  mucous  blanket 
contains  a bacteriostatic  agent,  lysozyme,  which 
destroys  most  air-borne  bacteria.^  The  mucinous 
content  renders  the  surface  sticky,  causing  dusts  and 
small  particles  to  adhere.  It  has  been  postulated  that 
this  process  is  rendered  more  effective  through  ad- 
sorption because  of  a surface  electrical  charge  on 
the  nasal  mucosa.^  The  cilia  then  sweep  the  particu- 


late matter  to  the  pharynx.  The  nose  can  prevent 
entrance  into  the  lungs  of  particles  as  small  as  three 
microns  in  diameter,  but  smaller  particles  elude  the  | 
nasal  barrier.  Most  bacteria  causing  respiratory  in-  ! 
fections  are  one  to  three  microns  in  diameter,  but  ; 
since  they  usually  are  inhaled  in  clumps,  they  are  ' 
efficiently  removed  as  a rule.  V iruses,  which  are  of  the  : 
order  of  1 /lOOO  of  this  size,  are  less  efficiently  dealt  ' 
with,  unless  they  occur  in  very  large  aggregates.^  | 

The  nose  will  react  in  a more  or  less  similar  manner,  . 
whatever  the  nature  of  the  offending  agent,  whether  ; 
it  be  an  irritant  chemical,  virus,  pollen,  or  distasteful  | 
emotional  situation.  In  acute  coryza,  the  most  char-  j 
acteristic  sign  is  a profuse  watery  discharge.  The  ! 
volume  of  secretion  may  rise  from  practically  noth-  I 
ing  to  nearly  60cc  in  twenty-four  hours. ^ The  mucous  I 
membrane  is  reddened  and  engorged,  while  the 
turbinates  are  markedly  swollen.  After  the  first  day  i 
or  two,  the  secretion  becomes  thicker,  yellowish,  and  i 
more  difficult  to  expel.  The  surface  cells  are  largely 
destroyed,  contributing  to  the  copious  discharge,  j 
which  now  also  contains  numerous  inflammatory  I 
cells  which  have  migrated  to  the  area.  Gradually,  i 
over  a period  of  a few  days,  or  a week,  the  flood  | 
abates,  the  swelling  and  redness  subside,  and  the 
nasal  epithelium  resumes  a healthy  appearance.  ; 

Repeated  attacks  of  rhinitis,  particularly  if  there  is  i 
an  underlying  element  of  obstruction,  may  result  in  j 
chronic  rhinitis.  The  mucous  membrane  is  constantly  ; 
swollen  and  reddened.  Sticky,  mucopurulent  secre-  i 
tions  are  a continuous  feature,  and  the  glandular  , 
elements  are  hypertrophied.  Commonly,  the  mu- 
cosal  surface  takes  on  an  irregular,  rounded  "mul-  i 
berry’’  appearance,  and  nasal  passages  are  occluded  ' 
by  the  swollen  turbinates  and  redundant  mucosa. 


If  hile  all  of  us  are  susceptible  to  colds,  the  victim  of 
hay  fever,  or  allergic  rhinitis,  displays  a marked 
nasal  reaction  to  materials  in  the  air  which  leave  his 
associates  unaffected.  In  such  a patient,  the  nasal 
mucosa  has  become  an  allergic  "shock”  organ.  Con- 
tact with  the  nasal  allergen  causes  local  release  of 
histamine,  with  vasodilatation,  increased  vascular 
permeability,  and  severe  nasal  congestion,  similar  to 
the  "wheal”  and  "flare”  reactions  in  the  skin,  when 
the  epidermis  is  the  allergic  shock  organ.  While  we 
eagerly  await  the  coming  of  spring,  the  hay  fever 
sufferer  dreads  the  blooming  season,  whose  invisible 
pollens  are  poisons  to  his  sensitive  nose.  His  neigh- 
bor’s cat  or  dog  may  provoke  paroxysms  of  uncon- 
trollable sneezing.  In  some  cases  a specific  allergen 
is  not  identified,  but  the  triad  of  rhinorrhea,  nasal 
obstruction,  and  sneezing  is  present.^  The  nose  in 
these  cases  shows  a pale,  boggy,  edematous  mucosa, 
with  a thin  mucoid  secretion.  The  mucous  mem- 
brane shows  extreme  retractility  to  1%  cocaine  or 
ephedrine.  If  the  patient  has  medicated  himself 
prior  to  examination,  the  nasal  passages  may  appear 
abnormally  patent,  or  show  exaggerated  congestion 
due  to  rebound  reaction.  The  secretion  may  show  a 
large  number  of  eosinophils  particularly  after  an 
attack  of  sneezing  or  rhinorrhea.  Touching  the  mu- 
cosal surface,  especially  of  the  inferior  turbinate, 
leaves  an  indentation,  showing  that  the  swelling  is 
due  to  stasis  and  edema,  rather  than  actual  hyper- 
plasia of  the  mucous  membrane  as  in  chronic  hyper- 
trophic rhinitis.  Though  the  pale  swollen  mucosa  is 
the  hallmark  of  allergic  rhinitis,  as  usually  seen  by 
the  physician,  exposure  of  allergic  subjects  to  their 
known  allergens  results  in  a brief  hyperemic  phase, 
followed  by  pallor  and  edema.® 

In  the  later  stages  of  allergic  rhinitis,  the  chronic 
edema  of  the  mucous  membrane  results  in  the  for- 
mation of  polyps,  clusters  of  grape-like  masses 
hanging  from  the  roof  of  the  nose,  with  a pale 
glistening  surface,  contributing  significantly  to  the 
sense  of  nasal  obstruction  and  oppression. 

A large  group  of  patients  show  symptoms  of  nasal 
congestion  when  confronted  by  adverse  life  situa- 
tions.^ In  these  unfortunate  persons,  anxiety,  frus- 
tration, and  resentment  are  often  accompanied  by  a 
runny  nose  and  nasal  obstruction.  Lacrimation  adds 
to  the  nasal  stuffiness.  This  autonomic  response, 
mediated  by  the  parasympathetic  nervous  system, 
may  be  part  of  a general  parasympathetic  reaction, 
or  may  possibly  represent  in  part,  a symbolic  effort 
to  wash  out  and  crowd  out  the  offending  situation. 


Nasal  congestion  may  also  occur  in  some  patients  at 
times  of  sexual  stimulation,  and  in  women  during 
menstruation  and  pregnancy,  even  to  the  point  of 
epistaxis.^^  The  relationship  is  obscure;  castration 
results  in  atrophy  of  the  nasal  glands,  and  their 
action  is  inhibited  by  the  hormones  of  the  hypo- 
physis and  the  thyroid."  The  nose  may  be  the  shock 
organ  in  drug  therapy.  The  nose  may  also  bear 
the  brunt  of  industrial  stress,  in  those  who  work  in 
a hot  dry  atmosphere,  or  those  exposed  to  acid 
fumes,  or  irritating  dusts.  As  the  air  in  our  cities  is 
increasingly  polluted  by  exhaust  fumes,  and  indus- 
trial irritants,  whole  urban  populations  may  suffer 
from  chronic  nasal  and  respiratory  symptoms. 

Of  course,  nasal  reactions  are  not  just  infectious,  or 
allergic,  or  emotional.  Particularly  in  the  chronic 
sufferers,  there  is  an  interdependence  of  all  three. 
Death  of  a relative,  or  other  psychic  shock  can  pre- 
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it's  a 

comforting  thing 
to  know 


For  postnasal  drip,  clogged  ears 


and  stuffed  and  runny  noses 

Triaminic  timed-release  tablets 


Each  timed -release  tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


keep  patients  comfortable  'round  the  clock.  24-hour  de- 
congestion on  just  a single  tablet  dosed  morning,  mid- 
afternoon and  at  bedtime.  Patients  regain  senses  and  can 
breathe,  smell  and  taste  again. 

Triaminic.  Isn’t  that  a comforting  thing  to  know? 

Side  effects:  Occasional  drowsiness,  blurred  vision,  car- 
diac palpitations,  flushing,  dizziness,  nervousness  or 
gastrointestinal  upsets.  Precautions:  The  patient  should 
be  advised  not  to  drive  a car  or  operate  dangerous  machin- 
ery if  drowsiness  occurs.  Use  with  caution  in  patients  with 
hypertension,  heart  disease,  diabetes  or  thyrotoxicosis. 

{Adverthement) 


cipitate  an  attack  of  rhinorrhea  in  hay  fever  suf- 
ferers.^^ Others  develop  attacks  of  vasomotor 
rhinitis  following  change  in  temperature,  chilling, 
or  exposure  to  the  sun,  or  simply  warm  bedclothes. 


the  complex  interplay  of  allergy  and  infection  is 
largely  unclear.  Allergy  to  the  viruses  and  bacteria 
which  cause  infection  has  been  postulated,  but  is 
difficult  to  demonstrate.  The  swollen  obstructed  al- 
lergic nose  is  more  susceptible  to  infection.  At  the 
same  time,  infection  often  precedes  or  precipitates 
an  allergic  attack.  Exposure  of  a susceptible  patient 
to  an  allergen  can  activate  latent  virus  organisms 
leading  to  infection. This  "jolt”  reaction  repre- 
sents a summation  of  an  allergen  and  a virus  leading 
to  symptoms  in  the  nose  as  a shock  organ,  which 
neither  could  have  produced  alone.  In  childhood, 
repeated  attacks  of  bronchitis  and  colds  may  be  in- 
flammatory reactions  to  an  allergen,  or  precipitated 
by  exposure  to  an  allergen.  These  children  may  later 
develop  typical  allergic  rhinitis.  On  the  other  hand, 
children  with  typical  allergic  histories,  eczema, 
asthma,  and  allergic  familial  backgrounds,  may  later 
develop  typical  infectious  rhinopathies.  Skin  tests  in 
such  patients  are  usually  positive. 

Nasal  reactions  are  part  of  the  systemic  response  of 
the  patient  to  an  unwelcome  stimulus.  In  cases  of 
respiratory  infection  and  exposure  to  atmospheric 
irritants,  the  reactions  are  useful,  and  to  some  extent 
desirable.  They  are  usually  self-limited,  disappear- 
ing within  a few  days,  or  upon  removal  of  the  pro- 
voking agent.  Here  the  distressing  symptoms  can  be 
ameliorated  with  appropriate  decongestant  agents, 
or,  in  the  case  of  severe  or  complicated  respiratory 
infections, antibiotics  may  be  given,  with  reasonable 
confidence  of  a cure.  On  the  other  hand,  when  nasal 
reactions  are  the  peculiar  response  of  an  individual 
to  an  allergen,  or  to  an  undesirable  situation,  they 
serve  no  useful  purpose.  The  nose  here  is  a shock 
organ  in  a stressful  situation,  but  can  furnish  no 
response  of  value.  It  merely  causes  the  patient  symp- 
toms which  add  to  his  problems.  In  these  cases. 


symptomatic  treatment  is  of  great  benefit,  but  often 
the  underlying  faulty  pattern  of  response  cannot  be 
altered.  Such  a patient  may  literally  be  considered 
to  be  paying  his  way  in  life  "through  the  nose.” 
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Weather  Forecast  Throughout  the  Nation 


RAIN  TURNING  TO  SNOW,  INCREASING  WINDS  AND 
DROPPING  TEMPERATURES  FOLLOWED  BY  COUGH, 
CONGESTION  AND  PAIN 


Tussagesic*  provides  up  to  24-hour 

coverage  of  the  tough  cold  with  a single  timed- 
release  tablet  dosed  morning,  midafternoon  and 
at  bedtime.  Coughs  are  broken  up,  runny  and 
stuffed  noses  are  cleared  and  pain  is  relieved. 

Each  Tussagesic®  timed-release  tablet  contains: 

Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25 
mg.;  pheniramine  maleate  12.5  mg.;  pyrila- 
mine  maleate  12.5  mg.) 

Dextromethorphan  hydrobromide  30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 

Side  effects:  Occasional  drowsiness,  blurred  vi- 
sion, cardiac  palpitations,  flushing,  dizziness, 
nervousness  or  gastrointestinal  upsets.  Precau- 
tions: Patient  should  not  drive  a car  or  operate 
dangerous  machinery  if  drowsiness  occurs.  Ex- 
cept under  professional  care,  do  not  give  to  pa- 
tients under  12yrs.  orthose  who  have  persistent 
cough,  high  fever,  heart  or  thyroid  disease,  hy- 
pertension or  diabetes  or  use  for  more  than 
10  days. 
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New  from  Du  Pont 

Symmetrel* 

(Amantadine  HCl) 

'he  first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus 


Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist's 
representation 


& 


,) 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Since  that  year  the  most  prevalent  influenza  virus  has  been  (Asian). 


What  is  Symmetrel®?  "Symmetrel”  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HCl)  means  to  you 

-the  first  and  only  oral  chemical  agent  to  prevent  intluenza  A.,  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions. 

, specifically  active  against  all  influenza  A^,  viruses  tested  to  date. 

.not  indicated  lor  the  prevention  ol  inlluenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  A^  protection  when  taken  iiollowing  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  Ao  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

.simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


Our  current  knowledge  leads  us  to  believe  “Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  “Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  “Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  {tissue).  Artist's  conception  based  on  current  scientijlc  knowledge. 

1.  “Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture”,  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Haff,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


1 Viruses  outside  the  cell  attach  them- 
selves to  specihe  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


VACUOLE 


CELL 
CELL  CYTOPLASM 


Safety  of  Symmetrel®  Confirmed.  When  used  as  indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  “Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  A2  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  Ao. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza Ao  or  for  the  treatment  of  established  disease. 
IVarnings:  Administration  to  patients  with  central 
.iiervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  “seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
;^erse  Reactions).  Patients  taking  psychopharmaco- 
bgic  drugs,  central  nervous  system  stimulants,  or 
jlalcoholic  beverages  should  be  observed  for  possible 
f evidence  of  intolerance.  Those  patients  who  experi- 
^ence  central  nervous  system  effects  or  blurring  of 
IjVision  should  be  cautioned  against  driving  or  working 
|.n  situations  where  alertness  is  important, 
i No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
fiot  be  administered  to  nursing  mothers  since  it  is  not 
Known  whether  the  drug  is  secreted  in  the  milk. 
[Precautions:  Ineffective  against  bacterial  infections, 
i’atients  should  be  observed  for  idiosyncratic  reac- 
[ ions  as  with  all  new  drugs.  Geriatric  patients  with 
dre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
Inedically  while  taking  “Symmetrel.”  (See  Adverse 
Reactions.) 

j^dverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9yrs.of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day).  Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HCl. 
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Symmetref 

(Amantadine  HCl) 

A molecular  barrier  to  virus  penetration 


^reludin* 


Dhenmetrazine 
lydrochloride 


lelps  keep 
calories  at 
arm's  length 


n one  double-blind  progrann^ 
nvoiving  diet,  close  doctor/patient 
^operation,  exercise,  posture 
istruction,  and  follow-up  visits,  93 
ibese  patients  received  Preludin  or 
I placebo. The  drug  and  placebo  were 
ilternated  every  four  weeks.  This 
irocedure  lasted  from  8 to  3 5 weeks. 

)ixty-one  percent  of  the  patients 
3St  more  weight  on  Preludin 
nan  on  placebo.  In  fact,  they  lost 
in  average  1.9  pounds  per  week— 

reludin®  tablets  of  25  mg. 
ndurets®  prolonged-action  tablets  of  75  mg. 
dosage:  One  25  mg.  tablet  two  or  three  times  daily, 
t one  75  mg.  E.ndurets  tablet  once  daily. 
ontraindications:  Severe  coronary  artery  disease, 
yperthyroidism,  severe  hypertension,  nervous 
istability,  and  agitated  prepsychotic  states.  Do 
ot  use  with  other  CNS  stimulants,  including 
lAO  inhibitors. 

Earning:  Do  not  use  during  the  first  trimester  of 
mgnancy  unless  potential  benefits  outweigh 
ossible  risks. 

recautions:  Use  with  caution  in  moderate  hyper- 
msion  and  cardiac  decompensation,  Excessive 


almostfour  times  as  much  as  when 
they  were  on  placebo! 

For  a decade  Preludin  has  demon- 
strated similar  results.  Its  effective- 
ness has  been  described  in  more  than 
300  published  clinical  reports  in- 
volving more  than  10,000  patients. 

Preludin  curbs  appetite  without 
excessive  stimulation.  It  will  work 
in  your  weight-control  programs  too. 

*Barnes,  R.  H. : J.A.M.A.  166:898, 1958. 

use  may  result  in  a psychotic  illness  manifested  by 
restlessness,  mood  or  behaviorchanges,  hallu- 
cinations, or  delusions. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  or  headache. 

Eor  details,  see  full  Prescribing  Information.  6544-111  (B) 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation,  Ardsley,  N.  Y. 
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ORIGINAL  ARTICLES 


THE  SOUTHWEST  FOUNDATION; 

It's  role  in  medical  research  and  education  in  Arizona. 


J.  Earle  Estes,  M.D. 


The  author  demonstrates  positive  feedback  in  research,  education  and 
patient  care,  and  points  out  that  research  and  post-graduate  education  are 
not  limited  to  university  centers. 

The  role  of  the  Southwest  Foundation  for  Medical  Research  in  helping 
Arizona  physicians  with  worthwhile  research  or  educational  programs  is 
outlined  along  with  a summary  of  completed  and  current  projects. 


Research,  education,  and  patient  care  are 
the  three  keystones  in  the  structure  of  med- 
ical practice.  In  circumstances  where  one  or 
more  are  deficient,  the  entire  structure  fails  to 
achieve  its  potential.  The  fact  that  this  concept 
has  been  recognized  is  demonstrated  by  the 
development  of  this  keystone  combination  in 
medical  centers  throughout  the  United  States. 
These  three  separate  modalities  are  so  intimately 
related  that  they  flow  together  in  a composite 
activity  in  institutions  dedicated  to  this  prin- 
ciple. In  such  instances  a patient  not  only  re- 
ceives his  medical  care  as  a primary  function  of 
the  institution,  but  concurrently  the  various  clin- 


Director,  Southwest  Foundation  for  Medical  Research 
and  Education 

555  W.  Catalina  Drive,  Phoenix,  Arizona  85013 


ical  and  laboratory  elements  involved  are  used 
for  educational  and  research  purposes.  As  a re- 
sult of  these  research  and  education  activities, 
the  quality  of  patient  care  is  enhanced  by  the 
practica  lapplication  of  the  knowledge  obtained 
from  the  continuing  research  and  education  pro- 
gram. 

Medical  research  and  post-graduate  education 
are  viewed  by  many  as  being  limited  to  medical 
schools  or  large  medical  centers.  The  reason  for 
this  is  that  such  schools  and  centers,  having  long 
ago  realized  the  importance  of  research  and 
education,  integrated  these  modalities  into  their 
total  program.  However,  in  the  opinion  of  the 
author,  research  and  education  need  not  and,  in 
fact,  are  not  necessarily  limited  to  medical 
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schools  and  centers.  Most  physicians  have  a con- 
tinuing post-graduate  medical  education  activity 
in  that  they  formulate  their  own  personal  pro- 
grams which  include  review  of  journals,  attend- 
ance at  local  medical  meetings,  and  travel  to 
various  other  cities  for  the  purpose  of  attending 
medical  meetings.  In  addition,  in  most  hospitals 
of  medium  or  larger  size  there  are  specific 
educational  programs  for  interns  and  residents 
operated  by  the  staff  physicians  and  tailored 
to  the  requirements,  capability,  and  facility  of 
the  particular  hospital.  The  research  keystone 
is  often  minimized  or  totally  neglected  in  many 
hospitals  of  medium  or  larger  size  including 
those  with  intern  and  resident  staffs.  The  reasons 
for  this  are  multiple.  Many  physicians  in  private 
practice  are  completely  occupied  with  the  con- 
duct of  their  practice  and,  indeed,  they  do  not 
have  time  to  devote  to  research.  Perhaps  a 
more  correct  statement  would  be  that  they  fail 
to  make  time  for  research  activity.  Also,  unless 
a physician  has  been  exposed  to  basic  or  clinical 
research  at  some  time  during  his  training  iDiior 
to  entering  private  practice,  he  may  feel  inade- 
quate to  organize  and  conduct  a research  pro- 
gram. Because  of  unfamiliarity  with  research 
programs,  he  may  feel  that  these  are  impossible 
to  approach  unless  one  has  the  full  support  of 
an  institution  for  assistance  in  obtaining  funds, 
providing  technical  assistance,  clerical  assistance, 
space  in  wliich  to  work,  and,  last  but  not  least, 
the  moral  support  of  one’s  colleagues  devoted 
to  the  conduct  of  research  programs. 


While  the  above  deterrents  to  research  exist 
in  the  minds  of  most  physicians,  they  are  not 
necessarily  factual  nor  insurmountable.  Upon 
entering  private  practice  in  Phoenix  one  of  the 
many  questions  in  my  mind  was  whether  or 
not  it  was  possible  for  an  individual  in  solo 
private  practice  to  conduct  a clinical  research 
program.  In  my  previous  experience  I had  been 
active  in  various  aspects  of  clinical  research  in 
addition  to  the  practice  of  internal  medicine. 
It  has  been  my  experience  in  private  practice 
that  it  is  possible  to  conduct  clinical  research 
programs  providing  certain  requirements  are 
met.  Obviously  one  must  be  sufficiently  interest- 
ed in  clinical  research  to  be  appropriately  moti- 
vated to  make  the  effort  to  conduct  a program 
of  same.  Many  physicians  would  deny  the  fact 
that  they  are  either  interested  in  or  capable  of 


conducting  a clinical  research  program.  How- 
ever, in  fact,  the  practice  of  medicine,  from 
general  practice  through  the  specialties,  requires 
a certain  amount  of  clinical  research  activity 
daily.  The  basic  difference,  and  perhaps  the 
only  one,  between  the  so-called  research  en- 
deavor and  the  private  practice  endeavor  is  that 
in  research  activity  a program  is  defined,  data 
are  collected  and  organized,  and  they  are  sub- 
sequently interpreted  and  reported.  Certainly, 
the  administration  of  the  sophisticated  medica- 
tions available  to  physicians  requires  exercise 
of  judgment  in  regard  to  selection  of  the  appro- 
priate drug,  its  dosage,  duration  of  therapy, 
evaluation  of  side  effects,  and  efficacy  of  treat- 
ment. Alterations  in  therapy  must  be  tailored 
to  each  patient’s  need.  This  is  nothing  more  nor 
less  than  clinical  research  on  a practical  level, 
and  the  only  difference  between  it  and  an 
accepted  research  activity  is  basically  organiza- 
tion with  a clear  definition  of  the  nature  of  the 
problem  to  be  resolved.  If  the  practice  of  med- 
icine were  so  mechanical  that  none  of  the 
variables  noted  above  came  into  play,  this 
would  indeed  be  a most  tedious  and  intellectual- 
ly unrewarding  daily  existence.  One  of  the 
major  satisfactions  in  the  practice  of  medicine  is 
the  human  equation  whereby  no  two  patients 
are  ever  exactly  the  same,  thereby  requiring  the 
mental  acumen  of  the  physician  in  the  resolution 
of  problems. 


Other  than  appropriate  motivation  and  an 
imderstanding  of  the  true  nature  of  research,  a 
physician  requires  space  in  which  to  do  his 
work,  clerical  and  technical  assistance,  advice 
from  others  in  the  profession  interested  in  the 
type  of  problem  area  in  which  he  is  working, 
time  to  devote  to  the  research  project  and,  in 
many  instances,  financial  assistance.  If  these 
various  criteria  can  be  met,  and  providing  that 
the  physician  who  embarks  upon  a research 
program  limits  the  nature  of  his  research  to  the 
capability  of  equipment  and  personnel  available 
for  his  use  as  well  as  limiting  the  research  pro- 
gram to  his  own  professional  and  intellectual 
capabilities,  then  there  is  no  question  what- 
soever that  a physician  in  private  practice  can 
conduct  a clinical  research  program  in  a field  of 
his  choice.  Insofar  as  the  availability  of  clinical 
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material  for  study  is  concerned,  certainly  a pri- 
vate practice  offers  ample  opportunity  for  this. 
The  day  does  not  pass  but  what  a physician  is 
confronted  with  one  or  more  important  unsolved 
problems  in  medicine.  It  has  been  my  experience 
that  patients  iire  not  only  willing  but  eager  to 
participate  in  a program  of  clinical  research. 
Lay  persons  comprehend  very  quickly  the  im- 
portance of  research  in  the  development  of 
improved  methods  of  diagnosis  and  treatment. 
They  are  quite  willing  to  make  themselves  avail- 
able for  study  providing,  of  course,  that  the 
procedures  to  be  performed  upon  them  are  not 
painful  or  unduly  time  consuming,  and  are 
without  undue  personal  risk  to  them.  This  avail- 
ability of  clinical  material  is  frequently  in  con- 
trast to  the  problem  that  exists  in  large  centers 
where  often  it  is  very  difficult  for  a clinical 
research  physician  to  obtain  accurate  and  com- 
plete data  on  a sufficient  number  of  patients 
with  the  particular  clinical  syndrome  that  he  is 
studying.  Also,  quite  apart  from  what  one  might 
think,  the  integration  of  laboratory  assistance 
in  a clinical  research  project  is  not  always  a 
simple  accomplishment  in  a large  center.  The 
reason  for  this  is  that  these  laboratories  are 
already  extremely  busy  and  many  of  the  labora- 
tory men  are  engaged  in  their  own  research 
endeavor  leaving  them  little,  if  any,  time  to 
devote  to  a clinician’s  resarch  activity.  In  con- 
trast, howver,  in  private  practice  it  is  much 
simpler  to  obtain  laboratory  assistance,  par- 
ticularly if  the  laboratory  is  in  conjunction  with 
the  clinician’s  office.  Furthermore,  it  has  been 
my  experience  in  Phoenix  that  the  laboratory 
physicians  in  this  community  are  most  coopera- 
tive in  providing  assistance  for  clinical  research 
programs. 


Thus,  most  of  the  essentials  for  conducting  a 
clinical  research  program  exist  in  Phoenix,  Tu- 
cson, or,  in  fact,  almost  any  locality.  The  vital 
ingredient  is  the  interested  and  motivated  phy- 
sician. It  is  for  the  latter  individual  that  the 
Southwest  Foundation  for  Medical  Research  and 
Education  was  organized.  It  is  the  purpose  of 
the  Foundation  to  provide  a means  whereby 
physicians  and  scientists  may  engage  in  pro- 
grams of  medical  research  and  continuing  post- 
graduate medical  education.  This  Foundation  is 
equipped  to  provide  physicians  working  within 
its  framework  with  technical  and  clerical  aid. 


workspace,  equipment,  and  assistance  in  obtain- 
ing research  grants.  It  also  can  provide  assist- 
ance on  project  research  and  critical  analysis  of 
research  ideas  and  data.  The  Foundation  is 
willing  to  assist  in  obtaining  research  grants  and 
to  act  as  the  responsible  fiscal  agent  in  the 
administration  of  money  received  for  specific 
projects.  The  Foundation  recognizes  that  a phy- 
sician engaging  in  clinical  research  must  take 
time  from  his  practice  to  perform  the  work  of 
his  project.  In  such  instances  where  the  amount 
of  time  taken  from  the  practice  justifies  a sti- 
pend, the  Foundation  is  willing  to  provide  same. 
Obviously  the  Foundation  does  not  have  limit- 
less funds  from  which  to  draw,  but  thus  far  we 
have  been  able  to  meet  the  requests  that  have 
been  presented  to  us.  In  summary,  then,  the 
Southwest  Foundation  stands  as  an  organization 
dedicated  to  promoting  post-graduate  medical 
education  and  medical  research  by  means  of 
providing  for  interested  physicians  and  allied 
scientists  the  various  requirements  for  same 
which  are  noted  above. 

Following  is  a list  of  projects  for  which  the 
Foundation  has  provided  support; 

1)  Dr.  MacDonald  Wood  for  research  in  the 
Silver  Nitrate  Treatment  of  Burns  at  Mari- 
copa County  Hospital. 


2)  The  Good  Samaritan  Hospital  Cardiovas- 
cular Research  Laboratory,  under  the  di- 
rection of  Dr.  Alberto  Benchimol,  for  the 
annual  stipends  of  two  Fellows  and  one 
Research  Engineer,  all  three  devoting  full 
time  to  research  in  the  field  of  cardio- 
vascular diseases. 


3)  Drs.  William  Burns  and  John  Fowlie,  den- 
tists, a grant  to  provide  them  with  funds 
for  tests  on  an  acrylic  substance  which 
they  are  using  in  a dental  research  project. 
The  latter  involves  the  insertion  of  an 
acrylic  tooth  into  the  jawbone  as  a perma- 
nent dental  replacement. 


4)  Dr.  James  Berens,  for  a sound  track  on  a 
movie  he  is  making  demonstrating  a ne\\' 
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technique  for  repair  of  hiatal  hernia.  This 
movie  is  to  be  used  for  educational  pur- 
poses. 


5)  A grant  to  Dr.  William  Bunting  for  equip- 
ment to  make  high  quality  photomicro- 
graphs of  hematologic  sHdes.  These  photo- 
micrographs will  be  used  for  educational 
purposes  in  the  teaching  program  which 
he  is  conducting  in  the  field  of  hema- 
tology at  St.  Joseph’s  Hospital,  Phoenix. 

6)  A grant  to  Dr.  Byron  Butler  for  purchase 
of  computer  time  to  organize  a large 
amount  of  data  that  he  has  collected  by 
means  of  hysterograms.  This  material  has 
been  presented  at  a medical  meeting  in 
Chicago,  Illinois,  and  he  has  been  asked  to 
prepare  this  data  in  the  form  of  a mono- 
graph for  publication. 

7)  The  Foundation  has  served  as  a coordinat- 
ing institution  for  Drs.  William  Bunting 
and  Frank  Mann  and  Mr.  Vern  Bolin  in  an 
extensive  program  regarding  the  possible 
virologic  cause  of  leukemia.  The  grant  re- 
quest has  been  sent  to  the  American  Cancer 
Society  for  a three-year  project  with  the 
Foundation  acting  as  a coordinating  body 
and  the  responsible  fiscal  agent  for  the 
grant. 

8)  A travel  grant  to  Dr.  Bryant  Pickering  for 
the  purpose  of  attending  a meeting  in  St. 
Louis,  Missouri,  in  preparation  for  a re- 
search program  that  he  is  in  the  process 
of  formulating. 

Several  other  projects  are  currently  under 
consideration  or  are  in  various  stages  of  devel- 
opment. 


In  essence  the  Foundation  says  to  you,  “If  you 
are  interested  in  conducting  a research  program, 
or  if  you  wish  to  implement  a specific  post- 
graduate medical  education  program,  we  are 
most  willing  to  assist  you  in  any  way  possible 
providing  your  program  has  merit.” 
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AMNIOGRAPHY 


Donald  J.  Ziehm,  M.D.* 


This  article  is  of  interest  to  the  obstetrician.  It  demonstrates  the  increas- 
ing ability  of  the  physician  to  know  what  is  going  on  in  the  pregnant  uterus. 


Through  the  years  many  varied  techniques 
have  evolved  in  the  radiologic  study  of  the 
pregnant  uterus.  The  standard  soft  tissue  tech- 
niques remain  the  fundamental  examination. 
Not  only  is  the  technique  safe,  but  it  is  rapid 
and  relatively  inexpensive.  However,  occasion- 
ally information  is  desired  which  cannot  be 
obtained  from  soft  tissue  studies  alone.  There- 
fore, other  diagnostic  procedures  have  been 
developed.  Among  these  are  cystography,  uter- 
ography, arteriography,  radioactive  isotope  stud- 
ies, and  amniography. 

Amniography  consists  of  opacifying  the  am- 
niotic  fluid  in  the  pregnant  uterus  with  a suitable 
contrast  medium  in  order  to  delineate  the  uter- 


®This  paper  was  the  winning  residency  entry  in  the  annual 
Medical  Essay  Ck>mpetition  for  Arizona  house  staff  officers  q965- 
66  class)  sponsored  by  the  Southwest  Foiuidation  for  Medical 
Research  and  Education. 


ine  cavity  and  to  study  certain  aspects  of  mater- 
nal and  fetal  physiology.  The  technique  depends 
on  increasing  the  density  of  amniotic  fluid  by 
injecting  the  contrast  medium  into  the  amniotic 
sac.  The  amniogram  demonstrates  the  opacified 
amniotic  fluid  and  tlie  floating  fetus  with  its 
soft  tissues  as  a radiolucent  shadow.  The  amni- 
otic sac  conforms  to  the  configuration  of  the 
gravid  uterus  except  in  one  area  where  the 
symmetry  is  interrupted  by  a filling  defect  iden- 
tified as  the  placenta. 

Amniography  is  not  a new  procedure,  the  first 
reported  series  appearing  in  1930.  Menees,  Mill- 
er, and  Holly  studied  21  normal  pregnancies 
using  Strontium  Iodide  and  were  able  to  deter- 
mine placental  location  “in  the  majority'  of 
cases.”  Toxic  effects  to  mother  or  fetus  from  the 
contrast  medium  vv'ere  not  elicited.  Following 
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this  initial  report  several  different  contrast 
media  were  used  in  an  attempt  to  find  a safe, 
non-irritating  substance.  The  use  of  several  of 
these,  including  Sodium  Iodide  and  Uroselectan 
B,  was  found  to  induce  premature  labor  and 
occasionally  cause  fetal  death.  Campbell  and 
co-workers  using  Strontium  Iodide  concluded 
that  the  procedure  offered  a precise  method  of 
placental  localization  in  cases  of  painless  vaginal 
bleeding.  Cornell  and  Case  reported  a small 
series  of  six  cases,  all  in  patients  before  repeat 
Cesarean  Section.  Neskiodan  was  used  without 
toxic  effect  to  mother  or  infant.  The  placenta 
was  punctured  in  each  case  although  an  effort 
was  made  to  avoid  its  puncture.  The  placental 
souffle  or  doughy  feel  over  the  placental  site 
were  not  reliable  indicators  of  approximate 
placental  location.  The  authors  concluded  that 
the  ideal  case  for  amniography  was  placenta 
previa  or  abruptio;  its  greatest  risk  was  puncture 
of  fetal  vessels  with  the  possibility  of  fatal  fetal 
hemorrhage.  Wendell,  et  al  and  Davis  and  Potter 
used  Thorium  Hydroxide,  and  Snyder  used  India 
Ink  to  study  intrauterine  fetal  respiration.  Savig- 
nac  presented  an  excellent  review  of  the  subject 
and  a series  of  nine  cases.  This  investigator  used 
70%  Diodrast  with  good  results.  There  were  no 
premature  labors  secondary  to  puncture  or  to 
the  contrast  medium.  Gastrointestinal  series 
were  demonstrated  in  seven  cases;  one  amnio- 
gram  not  revealing  this  was  a stillborn.  One  case 
showed  a bilateral  maternal  pyelogram,  injec- 
tion of  Diodrast  into  the  anteriorly  situated  pla- 
centa being  suspected.  McLain®  reported  a large 
series  using  75%  Hypaque  with  no  evidence  of 
premature  labor  secondary  to  the  procedure. 
Some  of  his  patients  delivered  prematurely;  but 
in  each  case  there  was  bleeding  or  other  causes 
which  contributed  to  the  onset  of  premature 
labor. 


Uses  of  Amniography; 

1.  Placental  localization. 

While  a soft  tissue  roentgenogram  in  a lat- 
eral projection  will  delineate  the  placenta  in 
most  instances,  there  are  certain  cases  in  which 
it  fails,  as  in  most  multiple  pregnancies,  early 
pregnancy,  transverse  presentation  of  the  fetus, 
hydramnios,  and  in  low  implantation.  Radio- 
isotope placentography  may  be  inaccurate  be- 
fore 30  weeks  gestation.  Amniography  is  espe- 
cially useful  in  these  situations. 


2.  Demonstration  of  uterine  tumors  and  de- 
formities coincidental  with  pregnancy 
which  may  be  causing  an  abnormal  fetal 
presentation. 

Tumors  and  other  deformities  cannot  be  visu- 
alized on  roentgenograms,  although  their  pres- 
ence may  be  inferred  from  unusual  displace- 
ment of  a skeletal  part.  Amniography  will  de- 
termine the  size  and  position  of  the  mass  press- 
ing against  the  uterine  cavity  and  allow  differ- 
entiation from  the  placenta. 

3.  Detection  of  fetal  soft  tissue  deformities 
or  anomalies  which  may  be  causing  hy- 
dramnios or  abnormal  presentation. 

Congenital  abnormalities  of  the  fetus  are  read- 
ily detected.  Bishop  presents  a case  in  which 
the  amniographic  technique  demonstrated  a 
large  fetal  soft  tissue  abdominal  mass  associated 
with  marked  elevation  of  the  ribs  and  an  erect 
spine.  Post-mortem  examination  of  the  fetus  re- 
vealed a eongenital  bladder  neek  obstruction 
with  marked  distention  of  the  bladder,  hydro- 
ureters, and  a small  amount  of  ascitic  fluid. 

4.  Diagnosis  of  multiple  pregnaneies  and  the 
determination  of  uniamniotic  or  biamniotic 
varieties. 

5.  Presence  of  hydatidiform  mole  can  be  estab- 
lished. 

6.  Relatively  early  in  intra-uterine  life  the 
fetus  begins  a continuous  process  of  swal- 
lowing amniotic  fluid  which  passes  through 
its  intestinal  tract. 

I 

Gastrointestinal  motility  occurs  in-utero  in  j 
animals  and  humans  as  demonstrated  by  many  ! 
authors.  The  gastrointestinal  system  has  a very  ! 
dynamic  and  essential  function  during  intra-  ! 
uterine  life,  and  pathological  states  can  alter  | 
normal  frmction.  McLain'  has  recently  presented  ! 
an  interesting  series  of  33  normal  and  17  ab-  ' 
normal  pregnancies  demonstrating  by  amnio- 
graphic techniques  the  changes  in  intra-uterine  ; 
gastrointestinal  motility. 

i 

7.  Confirmation  of  intra-uterine  fetal  death.  ' 

Conventional  radiography  frequently  fails  to 

yield  reliable  conclusive  evidence  of  this  catas- 
trophe. Swallowing  and  propulsion  of  material  j 
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through  the  bowel  are  vital  activities  which  can- 
not occur  after  death  of  the  fetus.  Following 
opacification  of  the  amniotic  fluid  the  contrast 
medium  appears  in  the  intestine  unless  fetal 
death  is  present. 

8.  Amniography  is  an  important  procedure  in 
the  performance  of  intra-uterine  transfu- 
sion in  the  management  of  Rh  sensitized 
pregnancies.  " 

Not  only  is  the  exact  location  of  the  placenta 
determined,  but  also  its  size.  Hydrops  fetalis  is 
easily  detected.  The  contrast  medium  in  the  fetal 
bowel  makes  an  excellent  marker  for  repeated 
transfusions  since  it  remains  present  until  after 
birth. 

9.  Sex  of  the  fetus. 

On  occasion  authors  have  identified  a male 
fetus  by  visualization  of  the  scrotum  as  an  in- 
cidental finding.  These  results  depended  on  ideal 
positioning  of  mother  and  fetus.  Examination  of 
the  stained  fetal  squamous  cells  from  the  amni- 
otic fluid  for  sex  chromatin  yields  much  more 
reliable  results. 


Materials  and  Method: 

This  paper  presents  our  experience  with  23 
patients  using  the  amniographic  technique.  In- 
dications for  the  procedure  were:  placental  lo- 
calization, third  trimester  bleeding,  polyhydram- 
nios, possible  hydatidiform  mole,  possible  rup- 
tured membranes,  possible  multiple  pregnancy, 
questionable  intra-uterine  fetal  death.  In  addi- 
tion, patients  undergoing  amniocentesis  for  eval- 
uation of  Rh  sensitization  were  included.  Sev- 
eral studies  were  performed  to  evaluate  the  ac- 
curacy of  radioisotope  placentography. 

Technique: 

Any  past  history  of  multiple  abdominal  surgi- 
cal procedures  or  allergies  was  elicited.  The 
patient  was  asked  to  void  before  amniography 
was  attempted.  A one  cubic  centimeter  test  dose 
of  the  contrast  medium  was  administered  intra- 
venously. The  abdomen  was  palpated  using  Leo- 
pold’s maneuvers  to  determine  position  of  the 
fetus,  and  the  abdomen  prepared  with  a suitable 
antiseptic  agent.  Two  puncture  sites  were  used 
alternatively  depending  on  the  indication  for 
the  study  (Figs.  1 & 2):  1)  approximately  2-3 
centimeters  inferior  and  lateral  to  the  umbilicus 


on  the  side  of  the  fetal  small  parts;  2)  in  the 
lower  quadrant  opposite  the  back  of  the  fetal 
neck  (Queenan''’  has  demonstrated  this  area  to  be 
productive  of  large  amounts  of  amniotic  fluid). 
Following  infiltration  of  the  puncture  site  to  the 
peritoneum  with  a local  anesthetic,  an  18  gauge 
spinal  needle  was  inserted  into  the  amniotic  sac. 
Two  definite  sensations  of  “give”  were  obtained: 
1)  upon  entry  into  the  maternal  peritoneal  cav- 
ity, and  2)  puncture  of  the  amniotic  sac.  After 
withdrawal  of  30-50  cubic  centimeters  of  amni- 
otic fluid  an  equal  amount  of  50%  Hypaque*  or 
Renografin-60**  was  injected.  Injection  of  con- 
trast medium  is  not  recommended  unless  a free 
flow  of  amniotic  fluid  is  obtained.  If  no  fluid 
is  obtained,  the  position  of  the  needle  is  changed 
without  withdrawing  it  from  the  uterus.  If  blood 
is  returned,  the  position  of  the  needle  must  be 
changed  until  clear  amniotic  fluid  is  obtained. 
The  abdomen  was  manipulated  and  the  patient 
asked  to  turn  from  side  to  side  every  five  min- 
utes to  insure  thorough  mixing  in  the  amniotic 
fluid.  Approximately  60-90  minutes  after  injec- 
tion a lateral  and  anteroposterior  roentgenogram 
of  the  abdomen  was  obtained.  Delayed  films 
were  taken  if  fetal  intra-uterine  death  was 
suspected. 


“Winthrop  Laboratories,  New  York,  N.Y. 
““Squibb  & Sons,  New  York,  N.Y. 
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Fig.  2 (left).  Anmiocentesis  in  area  posterior  to  fetal 
neck. 


Results: 

The  total  number  of  patients  studied  and  the 
indications  for  the  procedure  are  listed  in  Table 
I.  In  tlie  two  cases  of  possible  ruptured  mem- 
branes, the  diagnosis  was  not  confirmed  in  either 
instance.  A maternal  pyelogram  was  obtained 
in  one  of  these  patients  (Fig.  3).  Whether  this 
was  due  to  injection  into  a placental  sinusoid  or 
into  the  maternal  peritoneal  cavity  is  not  known. 
Savignac  presents  a similar  amniogram  and  as- 
sumes placental  injection.  One  case  of  poly- 
hydramnios revealed  a normal  amniogram  with 
no  fetal  abnormalities  being  detected.  The  diag- 
nosis of  hydatidiform  mole  (Fig.  4)  was  con- 
firmed in  one  patient.  A 42-year-old  Negro 
female  presented  with  amenorrhea  of  six  months 
duration  with  a rapidly  enlarging  abdomen, 
absent  fetal  skeleton  on  flat  plate  of  abdomen, 
no  audible  fetal  heart  tones,  and  a negative  fetal 
electrocardiogram.  Twenty  cubic  centimeters  of 
50%  Hypaque  were  injected,  although  no  fluid 
was  obtained  on  uterine  puncture. 


Table  I 

Total  Cases 

Possible  Placenta  Previa  7 

Possible  Ruptured  Membranes  2 

Polyhydramnios  1 

Hydatidiform  Mole  1 

Miscellaneous  12 


Fig.  3.  Maternal  pyelogram  obtained  30  min.  after  i 
attempted  amniography.  Right  kidney  and  bladder  are  i 
well  visualized. 


Miscellaneous  amniograms  included  one  twin  I 
pregnancy  of  the  biamniotic  variety  successfully  I 
demonstrated;  three  patients  in  whom  amniotic  | 
fluid  was  being  studied  for  follow-up  of  Dia-  | 
betes  Mellitus  and  pre-eclampsia;  one  case  in  y 
which  more  accurate  placental  localization  fol-  | 
lowing  placentography  was  needed;  five  | 
patients  in  whom  amniocentesis  was  being  per-  ^ 
formed  (two  of  whom  subsequently  underwent  I 
an  intra-uterine  transfusion);  one  possible  intra-  1 
uterine  death  successfully  demonstrated;  and  [I 
one  abdominal  pregnancy.  The  value  of  amni-  |- 
ography  when  performing  routine  amniocentesis  i 
can  be  seen  in  Figures  5 and  6.  In  our  clinic,  .ij 
amniography  is  performed  on  all  patients  under- 
going  amniocentesis  in  the  study  of  Rh  sensitized  ^ 
pregnancies  if  the  amniotic  fluid  grossly  appears  '■ 
affected.  The  contrast  medium  is  visualized  in  k 
the  fetal  gut  four  days  after  anmiography  in  ■ 
Figure  6.  This  gives  an  additional  marker  for 
use  in  the  performance  of  the  intra-uterine  trans- 
fusion. 
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Fig.  4.  Hydatidiform  mole.  Contrast  medium  is  seen 
among  substance  of  molar  tissue.  Several  vesicles  are 
outlined. 


Fig.  6.  Scout  film  of  abdomen  before  intra-uterine 
transfusion  4 days  after  amniography.  Contrast  medium 
is  seen  in  fetal  bowel.  Lead  markers  are  present  in  mid- 
line. 


Fig.  5.  Amniography  of  Rh  sensitized  pregnancy  per- 
formed at  amniocentesis  during  28th  week  of  gestation. 
Placenta  is  seen  on  right  as  large  filling  defect.  Note 
lack  of  edema  around  fetal  head. 


Fig.  7.  Placenta  prevJa.  Note  contrast  medium  layered 
along  placenta;  no  medium  present  below  vertex. 


Febriiary,  1967 
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Third  Trimesler  Bleeding: 

Seven  cases  of  third  trimester  bleeding  were 
analyzed  (Table  II),  all  patients  having  a sus- 
pected diagnosis  of  Placenta  Previa.  The  diag- 
nosis of  Placenta  Previa  was  definitely  establish- 
ed in  three  cases,  all  of  which  were  proven  at 
Cesarean  Section.  Figures  7 & 8 are  amniograms 
obtained  from  a 32-year-old  Spanish-American 
female.  Gravida  V,  Para  IV,  who  entered  with  a 
moderate  amount  of  vaginal  bleeding  and  irregu- 
lar contractions  at  39  weeks  gestation.  Amnio- 
grams were  obtained  shortly  after  admission  and 
revealed  the  placenta  on  the  anterior  wall,  low 
lying,  confirmed  at  Cesarean  Section.  Three  pa- 
tients proved  to  be  bleeding  for  other  reasons 
than  Placenta  Previa,  a typical  case  being  illus- 
trated in  Figures  9 and  10.  A 23-year-old  primi- 
gravada  was  admitted  at  36  weeks  gestation  with 
slight  vaginal  bleeding  and  irregular  contrac- 
tions. Amniography  demonstrated  the  placenta 
on  the  left  anterior  wall  of  the  uterus  with  the 
fetal  gastrointestinal  tract  well  outlined.  After 
two  days  observation  the  bleeding  ceased  and 
the  patient  was  discharged.  Approximately  one 
week  later  she  returned  in  active  labor,  having 
felt  no  fetal  movement  for  24  hours;  no  fetal 
heart  tones  were  obtained.  Following  a rapid 
labor,  a stillborn  infant  was  dlivered.  The  pla- 
centa was  in  the  predicted  location  with  about 
oen-third  having  abrupted.  A maternal  pyelo- 
gram  was  also  obtained  in  this  group. 

Table  II 

Possible  Placenta  Previa 


Diagnosis  Confirmed 3 

Diagnosis  Excluded 3 

Maternal  Pyelogram  1 


Fetal  Distress: 

Our  series  was  studied  in  an  effort  to  deter- 
mine the  significance  of  the  presence  or  absence 
of  a fetal  gastrointestinal  series  (Tables  III  and 
IV).  It  is  seen  that  the  absence  of  contrast  medi- 
um in  the  fetal  bowel  after  3-4  hours  is  a reason- 
ably good  indication  of  fetal  distress,  although 
the  number  of  cases  is  not  large  enough  to  draw 
any  definite  conclusions. 

Placental  Localization: 

One  of  the  primary  purposes  of  this  study  was 
to  determine  the  merit  of  amniography  as  a 
method  of  placental  localization.  Table  V sum- 
marizes our  experience.  Exploration  of  the  uter- 
us, either  at  Cesarian  Section  or  following  vag- 
inal delivery,  confirmed  the  placental  location. 


Eig.  8.  Placenta  previa.  Contrast  medium  layered 
along  placenta,  none  present  below  vertex.  Amniotic 
sac  smooth  posteriorly.  Placenta  on  anterior  wall  at 
Cesarean  Section. 


Table  III 

GI  Series  Positive 

Apgar  7-9  infant  17 

Stillborn  1 

Unborn  1 


Table  IV 

GI  Series  Negative 

Fetal  Distress 2 

Poor  Film  1 

Intra-Uterine  death  1 


Table  V 

Placental  Localization 

Placenta  Localized  15  (65.2%) 

Placenta  Not  Localized  8 (34.8%) 

Pyelogram  2 

Hydatidiform  Mole  1 

Poor  Film  5 


Commenl: 

The  basis  of  obstetric  roentgenology  continues 
to  be  the  three  film  study  using  soft  tissue  tech- 
niques. The  need  arises  occasionally  for  a more 
sophisticated  study,  which  may  entail  some  risk 
to  mother  or  fetus.  The  obstetrician  must  weigh 
the  necessity  for  the  study  against  the  possible 
hazards  involved.  Should  the  management  of  a 
case  dictate,  amniography  is  an  extremely  val- 
uable tool  in  the  visualization  of  the  intra- 
uterine situation.  The  newer  contrast  media  have 
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been  shown  by  many  authors  to  be  safe  and 
reliable.  One  of  onr  patients  may  have  suffered 
an  abruption  secondary  to  the  procedure,  al- 
though irregular  contractions  were  occurring  at 
the  time  of  the  amniography,  with  a possible 
abruption  already  having  begun.  Other  than 
this  instance,  premature  labor  was  not  induced 
in  any  of  the  patients.  Post-partum  follow-up  of 
3-8  days  revealed  no  toxic  effects  to  mother  or 
infant.  Accurate  placental  localization  is  possible 
when  the  radiographic  technique  is  optimal,  as 
reported  by  most  authors.  In  none  of  onr  cases 
was  contrast  medium  visualized  in  the  fetal 
lungs.  Conflicting  reports  appear  in  the  liter- 
ature regarding  this  aspect  of  fetal  physiol- 
ogy.^' ’’  Amniography  is  of  inestimable  value  in 
the  study  and  management  of  Rh  sensitized 
pregnancies,  especially  those  requiring  intra- 
uterine transfusion. 


Fig.  9.  Third  trime.ster  bleeding.  Contrast  medium  be- 
low vertex.  Filling  defeet  on  left  representing  placenta. 
Esophagus,  stomach,  upper  small  bowel  well  demon- 
strated^  

Summary: 

1.  The  technique  and  uses  of  amniography 
have  been  described. 

2.  Our  experience  with  23  patients  is  pre- 
sented. 

3.  Accurate  placental  localization  was  ob- 
tained in  65.2%  of  the  patients. 


4.  Diagnosis  of  Placenta  Previa  was  con- 
firmed in  three  patients  and  correctly  ruled 
out  in  three  cases  of  third  trimester  vaginal 
bleeding. 

5.  No  toxic  effects  to  mother  or  fetus  were 
noted. 


Fig.  10.  Third  trimester  bleeding.  Large  filling  defect 
on  anterior  wall,  posterior  surface  of  amniotic  sac 
smooth.  Portion  of  umbilical  cord  is  outlined. 
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Myelophthisic  Anemia  Resulting  from  Carcinoma  of 
the  Pancreas:  A Case  Report 


Well  wrilten  discussion  of  myelophthisic 
anemia  with  case  report  showing  the  unusual 
development  of  myelophthisic  anemia  asso- 
ciated with  carcinoma  of  the  pancreas. 


This  paper  was  the  winning  internship  entry  in  the  annual  Medical 
Essay  Competition  for  Arizona  house  staff  officers  (1965-66 
class)  sponsored  hy  the  Southwest  Foundation  for  Medical 
Research  and  Education. 


YELOPHTHISIC  anemia  caused  by  carcino- 
matous metastases  to  the  bone  marrow  was 
first  described  by  Weil  and  Clerc  in  1902.' 
Carcinoma  of  the  lung,  breast,  and  prostate  have 
most  frequently  been  reported  as  producing 
myelophthisic  anemia.  A review  of  the  literature 
fails  to  show  a primary  carcinoma  of  the  pan- 
creas with  resultant  metastases  to  the  bone 
marrow.  The  following  is  a report  of  such  a case. 
Report  of  a Case: 

A 37-year-old  white  female  entered  Good 
Samaritan  Hospital  Emergency  Room  on  July 
20,  1965,  having  experienced  a brief  syncopal 
episode  fifteen  minutes  prior  to  admission.  She 
complained  of  dizziness  and  back  pain  of  six 
weeks  duration.  She  had  increasing  lethargy 
and  weight  loss  of  twenty  pounds  in  the  past 
four  months.  Two  weeks  prior  to  admission,  she 
developed  right  subcostal  pain  radiating  to  the 
right  dorso-lumbar  area  with  associated  nausea 
and  vomiting.  There  was  no  history  of  steator- 
rhea, melena,  hematemesis,  jaundice,  or  pruritus. 
Eighteen  montlis  prior  to  admission,  the  patient 
had  had  a cholecystectomy  for  removal  of  gall- 
stones. 

Physical  examination  revealed  a markedly 
pale,  somewhat  emaciated  white  female.  Blood 
pressure  was  120/70,  temperature  was  97°, 
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respirations  were  22,  pulse  rate  was  100  beats 
per  minute  and  cardiac  rhythm  was  regular. 
Examination  of  the  head,  eyes,  ears,  nose,  and 
throat  was  negative  except  for  conjunctival  pal- 
lor. The  heart  and  lungs  were  normal.  The  ab- 
domen was  soft,  was  not  tender  to  palpation  and 
no  masses  were  felt.  The  general  physical  exam- 
ination was  otherwise  within  normal  limits. 

The  following  laboratory  tests  on  admission 
were  within  normal  limits;  urinalysis,  erythrocyte 
sedimentation  rate,  serum  albumin  and  globidin, 
serum  sodium,  potassium,  chlorides  and  carbon 
dioxide,  serum  bilirubin.  Pap  smear,  serology 
and  roentgenograms  of  the  chest  and  KUB  area. 

Hematocrit  was  20.5  percent  and  the  hemo- 
globin was  7.9  gm.  percent.  The  white  blood 
count  was  15,700  and  the  differential  count  was 
normal  except  that  non-segmented  granulocytes 
were  10  percent. 

Serum  bilirubin  was  normal.  The  SCOT  was 
52  units  and  the  SGPT  was  21  units.  Serum 
alkaline  phosphatase  was  10.9  B.L.  units  and 
serum  amylase  was  267  units.  Plasma  prothrom- 
bin time  was  20  seconds  (control,  12  seconds). 
Bromsulfalein  retention  was  32  percent  after 
30  minutes. 

Blood  urea  nitrogen  was  46  mg.  percent,  fast- 
ing blood  sugar  142  mg.  percent,  serum  calcium 
9.2  mg.  percent,  and  serum  phosphorus  6.4  mg. 
percent.  Stool  guaiac  test  for  occult  blood  was 
2 plus.  An  electrocardiogram  demonstrated  non- 
specific ST  segment  and  T wave  changes. 

On  the  second  hospital  day,  July  21,  1965,  the 
patient  developed  diffusely  scattered  petechiae 
and  ecchymoses.  The  platelet  count  was  79,000. 
The  bleeding  time  was  6 minutes,  and  the  coagu- 
lation time  was  five  minutes.  Serum  electrophor- 
esis, LE  clot  tests,  urine  urobilinogen,  and  serum 
lipase  were  normal.  On  July  24,  1965,  the  patient 
experienced  epistaxis,  and  the  platelet  count 
was  6,000.  She  was  given  a transfusion  and  high 
dosage  of  steroids  was  begun.  Two  bone  marrow 
aspirates,  sternum  and  iliac,  contained  only  a 
few  marrow  particles  and  those  present  had  a 
predominantly  hypocellular  pattern.  (See  Figure 
I.)  There  were,  however,  a few  clusters  of  cells 
with  irregular,  enlarged  nuclei  and  these  were 
interpreted  at  that  time  as  being  retieulum  or 
stem  cells  rather  than  of  epithelial  origin.  A 
biopsy  of  bone  was  reported  as  being  non- 
diagnostic, although  retrospective  examination 
revealed  the  presence  of  metastatic  epithelial 


cells.  Peripheral  blood  smears  demonstrated  in- 
creasing numbers  of  normoblasts  and  progres- 
sive anemia  with  thrombocytopenia.  The  pa- 
tient failed  to  improve  on  steroid  therapy.  A 
surgical  biopsy  of  the  iliac  crest  was  done  under 
general  anesthesia  and  revealed  metastatic  car- 
cinoma replacing  the  normal  cellular  elements 
of  bone  marrow.  (See  Figures  2 and  3.)  An  upper 
gastro-intestinal  series,  barium  enema,  sigmoid- 
oscopy, liver  scan,  and  intravenous  urogram 
were  all  within  normal  limits.  On  July  29,  1965, 
scleral  icterus  became  apparent,  and  the  serum 
bilirubin  was  0.6  mg.  percent  at  one  minute 
and  2.6  mg.  percent  at  30  minutes.  Serum  alka- 
line phosphatase  rose  to  28  B.L.  units  and  the 
Leucine  amino-peptidase  was  205  units.  A direct 
Coombs  test  was  negative. 


Fig.  1.  Bone  Marrow  Aspirate.  Note  the  cluster  of 
cells  with  irregular,  enlarged  nuclei. 

The  patient’s  condition  deteriorated  progres- 
sively. She  complained  of  increasing  back  and 
leg  pain,  and  she  continued  to  have  episodes  of 
epistaxis.  On  several  occasions,  the  stool  guaiac 
test  was  4 plus.  Numerous  large  ecchymoses 
appeared,  and  on  August  4,  1965,  the  patient 
became  markedly  jaundiced.  Serum  bilirubin 
now  was  4.8  mg.  precent  at  one  minute  and  11.4 
mg.  percent  at  30  minutes.  Serum  alkaline  phos- 
phatase was  22  B.L.  units,  serum  calcium  8.4 
mg.  percent,  phosphorus  6.9  mg.  percent,  and 
amylase  135  units.  In  spite  of  repeated  blood 
transfusions,  she  became  progressively  anemic 
and  thrombocytopenic.  On  August  6,  1965,  the 
patient  became  comatose  and  she  e.xpired  the 
following  evening,  nineteen  days  following  ad- 
mission. 

Autopsy  e.xamination  disclosed  the  primary 
site  of  carcinoma  to  be  the  head  of  the  pancreas 
which  was  massively  invaded  by  tumor  9 cm.  in 
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diameter.  Metastases  were  found  in  tlie  regional 
lymph  nodes,  liver,  kidneys,  lungs,  and  bone. 

The  primary  tumor  on  microscopic  examina- 
tion was  poorly  differentiated.  It  had  character- 
istics that  might  be  interpreted  in  some  areas  as 
primitive  attempts  at  islet  formation  and  in  other 
areas  as  possible  acinar  differentiation.  (See 
Figure  4. ) 

Multiple  venous  thromboses  were  noted  and 
explained,  at  least  in  part,  the  hypoprothrom- 
binemia.  Myelofibrosis  was  quite  extensive  in 
the  bone  marrow,  although  there  were  focal 
islands  of  active  erythropoiesis  as  previously 
noted  in  the  surgical  biopsy. 


Fig.  2.  Surgical  biopsy  ot  ilium  crest.  Note  the  pleo- 
morphism  and  enlarged  nuclei,  characteristic  of  metas- 
tatic carcinoma. 


Fig.  3.  Surgical  biopsy  of  ilium  crest.  Note  the  pleo- 
morphism  and  enlarged  nuclei,  characteristic  of  metas- 
tatic carcinoma. 

Comment: 

Myelophthisic  anemia  is  a grave  prognostic; 
sign  and  occurs  often  with  metastatic  carcinoma 
involving  the  bone  marrow.®''^  Reported  cases 
include  carcinoma  of  the  stomach,  lung,  breast, 
prostate,  colon,  kidney,  adrenal,  thyroid,  blad- 
der, testis,  and  liver. One  must  often  search 
diligently  for  the  primary  lesion  as  it  may  be 
difficult  to  detect  clinically.®  While  careinoma 


is  the  most  frequent  cause,  myelophthisic  anemia 
can  occur  with  multiple  myeloma,  Gaucher’s 
disease,  neurofibromatosis,  tuberculosis,  and 
lymphoma.®'  '' The  presence  of  leukoerythro- 
blastosis  does  not  necessarily  indicate  myeloph- 
thisic anemia  as  pointed  out  by  Retief.^“  He  re- 
ported 37  cases  in  which  one-third  has  resulted 
from  acute  infection,  one-third  from  carcinoma, 
and  one-third  from  miscellaneous  causes.  A rap- 
idly developing  leukoerythroblastosis  as  report- 
ed here  with  extreme  increase  in  normoblasts, 
however,  may  be  considered  virtually  patho- 
gnomonic of  a myelophthisic  anemia.  Regardless 
of  the  cause,  De  Saussure®  states  that  leukoery- 
throblastosis is  indicative  of  a poor  prognosis, 
particularly  when  caused  by  metastatic  invasion 
of  the  bone  marrow.  Wintrobe®  states  that  this 
syndrome,  associated  with  carcinomatous  metas- 
tases, does  not  seem  to  depend  on  the  nature 
of  the  primary  site,  duration  of  illness,  bone 
changes,  or  the  degree  of  skeletal  involvement. 
It  is  not  unusual  to  obtain  a “dry  tap”  on  bone 
marrow  aspirations  and  this  occurred  twice  with 
our  patient.®.  While  Reeson  and  McDermotT 
state  that  the  outstanding  symptom  in  myeloph- 
thisic anemia  is  splenomegaly,  this  was  not  true 
of  our  patient.  Most  reported  cases  indicate  a 
rapid  demise,  usually  occurring  within  two 
months  after  diagnosis.  Our  patient  demonstrat- 
ed normoblasts  in  the  peripheral  circulation  on 
the  second  day,  and  she  expired  18  days  later. 


Jarcho"  reviewed  22  cases  of  myelophthisic 
anemia  occurring  prior  to  1936.  He  demonstrated 
the  presence  of  bmphangitic  pulmonary  car'ci- 
noma  associated  with  rather  widespread  hema- 
togenous spread  of  careinoma.  Fifteen  of  his 
cases  included  primary  gastric  carcinoma. 
Thrombocytopenia  was  a usual  accompaniment 


136 


Arizona  Medicine 


and  there  was  a predilection  for  individuals  un- 
der the  age  of  40.  All  three  phenomena  were 
present  in  our  case.  In  the  absence  of  lymphatic 
vessels  in  the  bone  marrow,  metastases  must 
occur  via  the  blood  stream.  To  explain  the  pul- 
monary lymphangitic  carcinoma,  Jarcho'^  states 
that  tumor  cells  passing  through  the  thoracic 
duct  into  the  general  circulation  must  have  pre- 
\iously  passed  through  the  lungs.  The  outstand- 
ing symptom  of  such  pulmonary  involvement  is 
tachypnea.  This  was  not  apparent  in  our  patient. 

Carcinoma  of  the  pancreas  spreads  by  local 
e.xtension  and  less  often  by  widespread  metas- 
tasis. The  latter  is  unlikely  to  occur  in  carcinoma 
of  the  head  of  the  pancreas  which  usually  metas- 
tasizes to  regional  lymph  nodes. In  a series  of 
99  autopsies  on  patients  dying  of  carcinoma  of 
the  head  of  the  pancreas  reported  by  Leven“ 
not  one  involved  metastasis  to  the  bone  marrow. 
In  contrast  to  this,  carcinoma  of  the  body  and 
tail  may  metastasize  widely. 


Summary: 

Myelophthisic  anemia  is  usually  indicative  of 
carcinomatous  invasion  of  the  bone  marrow. 

A patient  with  myelophthisic  anemia  secon- 
dary to  carcinoma  of  the  head  of  the  pancreas 
is  reported.  This  is  an  unusual  area  for  metas- 
tasis from  a primary  lesion  in  the  pancreatic 
head.  The  resultant  myelophthisic  anemia  has 
not  been  previously  reported  in  the  English 
literature. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations.^’^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  witK' 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by’ 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


7001 21 

Estolate 


{ See  next  page  for  prescribing  information.) 


Ilosonevthe  most  active  oral  form  of  erythromycin 


Description : Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  w 
characterized  by  increased  direct-reacting  bilirubin,  eleva 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephs 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutai 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  andn 
mal  cholecystograms.  ji  , 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  -*  ^ 
been  reported  in  other  patients  taking  prolonged  courses  of  ;j 
medication.  Patients  with  chronic  infection  have  been  given  Ij 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  {■( 
patients  with  rheumatic  fever  have  taken  prophylactic  doses'! 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  groupjlt 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaiH 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  thll 
patients’  families,  who  were  not  taking  the  drug,  had  episofl 
of  jaundice  during  the  study  period.  ^11 

'Transaminase  and  serum  alkaline  phosphatase  levels  w 1] 
determined  in  a group  of  fifty-four  adults  and  children  who  kjll 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months j|| 
rheumatic  fever  prophylaxis.  The  results  were  compared 
those  of  a similar  group  of  forty-four  patients  who  received  piT 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatjy 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecouli 
of  treatment  was  observed  in  one  patient  treated  with  Hose 
and  in  two  patients  treated  with  penicillin.  Seven  other  patiei 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  \vi  , 
reported  in  102  pediatric  patients  who  received  short-term  (ti 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  inf 
tions.  Results  of  liver  function  tests  in  these  patients  were  co 
parable  to  those  in  a similar  control  group  who  had  receh, 
penicillin.  | 

Gastro-intestinal  disturbances  not  associated  with  hepatic  | 
fects  are  observed  in  a small  proportion  of  individuals  as  a res' 
of  a local  stimulating  effect  of  the  medication  on  the  alimentaj 
tract;  however,  the  normal  intestinal  gram-negative  bacter 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticar' 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bo 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f [ 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hou 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a: 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosal 
of  Ilosone  is  250  mg.  every  six  hours.  ]j 

For  severe  infections,  these  dosages  may  be  doubled.  | 
When  larger  doses  are  indicated,  parenteral  erythromycl 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosageil 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifted 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythi 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatl 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  m 
(equivalent  to  base) , in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-ci , 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivaleil 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packaged 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  247;69,  19Cj 

2.  Griffith,  R.  S..  and  Black,  H.  R. : Antibiotics  & Chemother.,  J2;398,  19(J 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  239.19S,  1960.1 


Additional  inf  ormation  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  U6206. 
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Only  TUBEX 
offers 

so  complete  a line 
of  closed-system 
injectables, 
and 

it's  still  growing 

—no  other  system  is  safer 

—no  other  system  is  more  efficient 

—no  other  system  offers  more  convenience 

—no  other  system  assures  greater  patient  comfort 


TUBEX  sterile  cartridge-needle  units  are  prefilled 
with  measured  doses.  Each  unit  is  used  once,  and 
discarded.  This  eliminates  danger  of  cross  contami- 
nation, as  well  as  problems  of  sterilization,  storage, 
and  measurement.  Ultra-sharp,  siliconized  needles 
keep  patient  discomfort  to  a minimum.  No  other 
injectable  system  is  easier  to  use,  easier  to  store, 
easier  to  carry. 


JUST  ARRIVED! 

4 New  TUBEX®  Sterile 
Cartridge-Needle  Units 
Vitamin  B Complex  with  Vitamin  B,2 
Hydroxocobalamin,  100  mcg./cc. 
Hydroxocobalamin,  1000  mcg./cc. 
Thiamine  HCI,  U.S.P.,  100  mg./cc. 


Closed  Injection  System 
Sterile  Cartridge-Needle  Unit 
Hypodermic  Syringe 
Wyeth  Laboratories  • Philadelphia,  Pa. 


TUBEX 


PRESIDENT’S  PAGE 


A patient,  who  was  an  old  bachelor,  expired 
at  an  advanced  age.  He  left  his  entire  estate, 
which  was  comprised  almost  entirely  of  blue- 
chip  stocks,  to  his  sister,  his  only  living  relative. 

At  the  time  he  was  making  his  will,  his  attor- 
ney recommended  that  he  name  the  trust  de- 
partment of  a local  bank  as  executor  inasmuch 
as  his  elderly  sister  wasn’t  oriented  in  the  busi- 
ness and  legal  world. 

What  the  attorney  didn’t  tell  him,  and  what 
I haven’t  been  able  to  find  in  any  of  the  Bank’s 
literature,  was  that  after  his  death,,  the  bank 
would  appoint  the  lawyer  as  attorney  for  the 
estate.  The  estate  is  then  charged  twice  the 
executor’s  fee  — one  full  fee  for  the  bank,  one 
full  fee  for  the  attorney.  This  is  of  course  a 
percentage  of  the  value  of  the  estate. 

The  widow  or  other  heirs  never  find  out  about 
this  double  charge  until  the  final  bill  of  dis- 
bursement is  given  to  them,  signed  by  the  court, 
all  legal  and  previously  deducted.  By  this  time 
it  would  be  too  late  to  protest  anyway  even  if 
the  lawyer’s  share  was  $50,000,  and  his  time 
book  showed  one  hour  total  time  spent  on  the 
estate’s  business.  The  bank  does  almost  every- 
thing except  appear  in  court. 


The  maximum  percentage  to  which  the  ex- 
ecutor is  entitled,  is  established  by  statute.  The 
amount  that  the  attorney  is  to  receive  is  estab- 
lished by  the  Bar  Association’s  fee  schedule  and, 
as  mentioned,  is  the  same  as  the  executor’s 
amount  and  has  the  effect  of  statute  when  ap- 
proved by  the  court. 

The  practical  value  of  this  bit  of  intelligence 
lies  in  checking  your  own  will  and  seeing  who 
the  executor  is.  It  seems  to  me  if  someone  is 
going  to  get  an  executor’s  fee,  he  ought  to  do 
the  executor’s  work. 

It  also  seems  to  me  that  the  maintenance  of 
the  integrity  of  the  legal  profession  and  the 
banking  business  would  require  a complete  ex- 
planation of  this  double  fee  in  advance  so  that 
the  testator  could  weigh  the  advantages  vs.  the 
cost  of  such  an  arrangement. 

We  don’t  have  fees  established  by  statute,  but 
the  maintenance  of  the  integrity  of  our  profes- 
sion also  lies  in  part  in  advance  explanation  of 
fees  and  arrival  at  a satisfactory  agreement  on 
fee  for  service  before  the  service  is  rendered. 
Frank  discussion  of  charges  in  advance  in  any 
non-emergency  is  certainly  professional,  and 
would  lead  to  less  activity  on  the  part  of  eounty 
grievance  committees. 

Paul  B.  Jarrett,  M.D. 


February,  1967 
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tablets 


(norethindrone  2 mg.  c mestranol  %/  0.1  mg.) 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-is  and  an  acceleration 
of  endometrial  changes.^-3>7-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 

Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  phis  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Co.itraindications : Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions;  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  Intermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE:  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration;  One  Norinyl 
tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964,  2.  Bryans,  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.;  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen,  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  0.;  Ibid.  6.  Rice-Wray,  E.. 
Goidzieher,  J.  W.,  and  Aranda- Rosell,  A.;  Ferti!  Steril 
14:402  (Jul.-Aug.)  1963.  7.  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:'  GP  29:88  (Jan.)  1964.  9.  Tyler,  E.T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
ti nez-M  ana  utou,  J.,  and  Maquea-Topete,  M.:  Ferti  I Steril 
16:158  (Mar. -Apr.)  1965.  11-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
W.:  Appl  Ther  6:503  (June)  1964.  13.  The  Control  of 
Fertility.  Report  adopted  by  the  Committee  on  Human 
Reproduction  of  the  American  Medical  Association.  JAMA 
194:462  (Oct.  25)  1965.  14.  Flowers,  C.  E.,  Jr.:  JAMA 
188:1115  (June  29)  1964.  15.  Merritt,  R.  I.:  Appl  Ther 
6:427  (May)  1964.  16.  Newland,  D.  0.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception,  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965. 
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slow,  now,  Mrs.  Forsythe,  we^ve  never  lost  a cold  patient  yet. 


Vhen  she’s  experiencing  acute  discomfort  from  cold  symptoms,  it’s  small  wonder  the  patient  becomes  distressed 
bout  her  condition. 

)he  will  breathe  easier  when  you  prescribe  Novahistine  LP. 

Jovahistine  LP  is  a long-acting  decongestant  that  helps  restore  normal  mucus  secretion  and  ciliary  activity— physio- 
)gic  mechanisms  which  prevent  infection  of  the  respiratory  tract.  A dose  of  two  tablets  taken  in  the  morning 
Ind  repeated  in  the  evening  will  usually  keep  air  passages  clear  for  24  hours. 

Ise  cautiously  in  individuals  with  severe  hypertension,  diabetes  meilitus,  hyperthyroidism  or  urinary  retention, 
'iaution  patients  who  operate  machinery  or  motor  vehicles 
pat  drowsiness  may  result. 

ach  Novahistine  LP  tablet  contains:  phenylephrine  hydro- 
hloride,  25  mg.,  and  chlorpheniramine  maleate,  4 mg. 

PITM AN'MOORE  Division  of  The  Dow  Chemicai  Company,  Indianapoiis 


msnrir 


For  relief  of  nasal  congestion. 


i 


Occupational  therapist  guides  patient  m newly  acquired 

hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospi 
are  encouraged  to  participate  in  constructive  hobbies  as  another  Integra 


part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 


Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospii 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS:  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


5055  North  34R  [ 
PHOENIX,  AF 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSV  ! 

A Non-Profit  Cof  , 


With  the  start  of  the  first  class  of  medical 
students  this  next  fall  we  face  some  real  prob- 
lems in  acquiring  suitable  teaching  materials. 
This  points  up  how  much  one  is  inclined  to  take 
for  granted  the  ordinary  resources  at  a medical 
school  including  multiple  boxes  of  normal  his- 
tological slides,  pathological  specimens,  brain 
and  spinal  cord  sections  and  so  forth.  Fortunate- 
ly, as  a result  of  the  cooperation  and  effort  of 
several  pathologists  in  Tucson,  we  are  gathering 
a good,  if  preliminary,  collection  of  many  teach- 
ing materials.  And  our  neuroanatomist,  who  will 
remain  as  a member  of  the  teaching  faculty  at  a 
university  in  the  east  until  later  this  spring,  is 
making  excellent  progress  in  gathering  a quality 
selection  of  brain  and  spinal  cord  sections  on  his 
own  campus. 

The  problem  of  gross  anatomical  material  is 
another  matter.  In  Arizona  unclaimed  bodies  are 
available  to  teaching  institutions  and  hospitals 
as  a result  of  action  taken  by  the  Arizona  Legis- 
lature several  years  ago  when  they  passed  leg- 
islation which  related  to  the  disposition  of  human 
bodies.  The  statute  authorized  the  establishment 
of  a five-man  Anatomy  Board  to  which  all  un- 
claimed bodies  must  be  referred  for  disposition. 
However,  in  most  states  — and  this  includes 
Arizona  — the  number  of  unclaimed  bodies  is 
rapidly  decreasing  and,  therefore,  this  source 
of  teaching  material  is  proving  to  be  deficient. 

Happily,  there  is  a way  in  which  the  problem 
may  yet  be  solved.  Indeed,  it  is  already  being 
solved  by  an  increasing  number  of  persons  who 
have  chosen  to  donate  their  bodies,  after  death, 
to  institutions  where  people  are  working  to  pre- 
serve health  and  prolong  life.  This  seems  to  have 
been  a natural  extension  from  the  precedent 
which  so  many  have  already  set  by  donating  their 
corneas  to  eye  banks.  Currently,  the  most  pop- 
ular arrangement  of  this  kind  is  to  stipulate  that 
the  eyes  are  to  be  left  for  comeal  transplanta- 
tion and  the  other  remains  to  the  College  of 
Medicine.  To  be  certain  that  there  is  no  contra- 
diction between  such  bequests  and  the  law,  most 
states  have  passed  permissive  and  clarifying 


legislation  on  behalf  of  persons  who  wish  to  be- 
queath all  or  part  of  their  remains,  after  death, 
for  the  promotion  of  medical  science.  Arizona 
has  already  taken  this  step. 

The  decision  to  donate  one’s  body  for  use  in 
medical  teaching  or  research  — or  parts  of  it  for 
transplantation  — is  one  which  should  be  based 
on  both  reason  and  conviction.  Therefore,  many 
potential  donors  will  wish  to  discuss  their  feel- 
ings on  this  matter  with  their  physician.  He,  in 
turn,  can  be  of  great  assistance  to  such  persons 
by  discussing  this  situation  with  them  just  as 
he  can  also  keep  in  mind  the  possibility  of  such 
bequests  by  other  patients  who  may  be  so 
disposed. 

The  most  important  concerns  that  the  potential 
donor  has  can  usually  be  dispelled  if  the  phy- 
sician has  knowledge  of  a few,  brief  facts.  For 
example,  diseases  do  not  destroy  the  usefulness 
of  the  bequest;  money  is  not  involved  — that  is, 
the  body  is  not  purchased  by  the  institution  nor 
does  any  expense  accrue  to  the  family  or  the 
estate  of  the  deceased  due  to  the  bequest;  the 
donor  can  always  change  his  mind;  the  donation 
does  not  preclude  funeral  or  memorial  services; 
and  final  disposition  of  the  remains  may  still  be 
by  burial  or  cremation. 

The  procedure  for  bequeathing  one’s  body  is 
simple.  It  requires  only  the  execution  of  a short 
form  which  can  be  secured  from  the  College  of 
Medicine.  If  he  wishes,  a donor  may  add  a sec- 
tion to  his  Last  Will  and  Testament,  although 
this  is  not  necessary.  In  fact,  since  action  on  the 
Will  may  not  be  taken  until  many  days  after 
death  has  occurred,  this  is  a less  satisfactory 
solution  than  executing  the  form  that  is  specific- 
ally designed  for  this  purpose. 

If  you,  as  a physician,  are  consulted  by  poten- 
tial donors,  keep  in  mind  the  service  that  you 
can  perform  for  the  College  of  Medicine  by 
assisting  them.  If  we  can  help  you,  you  can 
make  contact  with  our  Department  of  Anatomy, 
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General  Agents 

715  PHYSICIANS  & SURGEONS  BLDG. 
MINNEAPOLIS.  MINNESOTA  55402 


Arizona  Medicine 


EDITORIALS 


^ , Jhe  Doctor’s  Consultation  Room 


William  B.  McGrath.  M.D. 


Every  morning  at  one  of  the  hospitals  I have 
to  interview  patients  in  a eramped  and  window- 
less packing-crate.  The  patient  and  I pretend  not 
to  notice  the  daddylonglegs  making  his  way 
along  the  baseboard.  The  carpet  is  as  lifeless 
and  motheaten  as  a surgeon’s  crew-cut  hair.  On 
the  second-hand  knee-hole  desk  is  a styrofoam 
cup,  half  full  of  cold  coffee  and  with  lipstick  on 
the  rim.  There  is  an  empty  book  of  paper  matches 
crumpled  in  the  ash  tray,  and  the  stubbed-out 
cigarettes  look  like  the  toes  of  a dead  man. 
Scotch-taped  to  the  wall  is  a credit  bureau  cal- 
endar, one  corner  coming  loose;  and  someone 
has  scribbled  on  the  margin  several  accusing 
and  worried-looking  telephone  numbers.  The 
threadbare  upholstery  of  the  patient’s  chair  ( like 
a surgeon’s  trousers)  conceals  the  exhaustion  of 
the  springs.  And  the  patient  will  go  oops  when 
he  sits,  as  if  he  had  forgotten  to  put  down  the 
seat  of  a toilet. 

Seriously  now  — the  ordinary  doctor  will  per- 
mit himself  to  work  in  quite  niggardly*  sur- 
roundings. He  will  have  spent  more  for  his  car 


or  for  his  boat  and  camper  or  for  his  wife’s 
inevitable  mink  stole  than  for  the  furnishing  of 
his  consultation  room! 

Any  executive  of  comparable  income  and 
prestige  is  encouraged  to  occupy  a rather  lux- 
urious office.  A lawyer’s  conference  room  or  a 
clergyman’s  study  will  usually  put  to  shame  the 
dime-store  stinginess  and  crowding  of  the  doc- 
tor’s office. 

This  is  all  wrong.  It  takes  only  a little  bother 
to  have  the  journals  attractively  bound.  Really 
fine  furniture  and  drapes  will  still  be  rich  look- 
ing ten  or  fifteen  years  from  now.  Panelling  and 
lamps  can  add  a quiet  elegance  to  any  room. 

Illness  is  as  ugly  as  a weed.  Exposed  all  day 
long  to  such  special  ugliness,  the  physician 
ought  to  demand  some  recpiital,  some  compen- 
sating loveliness.  Flowers  are  more  beautiful 
on  a desk  than  on  a coffin. 

®This  word  is  of  Scandinavian  and  not  African  origin. 
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■ Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  Vi.  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning  — May  be  habit 
forming),  Phenacetin  gr.  214,  Aspirin  gr.  314,  Caffeine  gr.  14. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


CORRESPONDENCE 


January  6,  1967 

Journal  Offices 

4601  North  Scottsdale  Road 

Scottsdale,  Arizona  85251 

Attention:  Roland  F.  Schoen,  M.D.,  Editor 

Dear  Doctor  Schoen: 

I wish  to  thank  Doctor  Ramsay  for  a stimulat- 
ing evening  of  reading  by  his  article  appearing 
in  the  December  issue  of  Arizona  Medicine.  He 
presents  some  provocative  questions  to  the  dil- 
emma facing  the  medical  profession.  1 am  in 
deepest  agreement  with  his  urgings  for  concern, 
but  his  means  of  acquiring  the  goals  outlined 
strike  me  as  basically  unsound  and  strangely 
familiar  to  the  total  propaganda  barrage  per- 
meating medical  and  hospital  journals. 

I would  differ  on  the  following  points: 

1.  Our  prime  responsibility  is  care  of  the  sick. 
“Teaching  and  learning”  are  obvious  by-products 
of  the  former  but  their  relationship  of  import- 
ance to  the  total  scope  of  medicine  must  remain 
unchanged. 

2.  The  position  and  service  of  the  existing 
“indigent  hospital”  need  not  be  necessarily  elim- 
inated. Its  function  in  each  community  is  unique- 
ly different  and  judgment  of  its  future  status 
must  be  seen  in  the  light  of  its  relation  to  the 
particular  community.  If,  for  example,  the  coun- 
ty hospital  has  existing  approved  postgraduate 
programs,  it  would  seem  more  feasible  and  in 
the  interests  of  regional  planning  to  upgrade  and 
utilize  those  programs  and  broaden  their  scope 
to  include  integration  of  postgraduate  education 
with  the  private  hospitals.  This  would  serve  a 
four-way  purpose  of  (a)  upgrading  the  quality 
of  the  community’s  total  medical  graduate  edu- 
cational program  both  for  the  hospital  and  the 
physician,  (b)  efficiently  utilize  the  services  of 
those  participating  in  the  teaching  program,  (c) 
alleviate  the  need  for  needless  capital  expendi- 
ture of  the  private  hospitals  for  massive  out- 
patient clinic  facilities  and  subsequent  increased 
cost  to  the  patient,  and  (d)  most  importantly, 
an  opportunity  to  efficiently  offer  truly  quality 
medical  care  for  the  still-medically  needy  of  the 
community. 

3.  The  legislative  effects  of  Title  19  program 
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will  be  only  as  far  reaching  as  are  dictated  by 
the  medical  needs  and  availability  of  funds  of 
the  respective  states.  To  suggest  that  Arizona 
will  or  could  follow  programs  comparable  to 
New  York  would  be  economic  folly.  Regardless 
of  the  effect  of  the  law,  to  imply  that  a decrease 
in  volume  of  county  hospital  patients  and  the 
need  for  them  will  disappear  misses  the  point 
entirely.  They  indeed  are  part  of  the  community 
hospital  system  as  is  and  may  well  in  certain 
communities  offer  a unique  opportunity  to  serve 
the  physician  population  as  a neutral  base  for 
a truly  integrated  educational  program  in  direct 
liaison  with  the  teaching  hospitals  of  that  com- 
munity. In  that  light,  the  espoused  “hospital 
based  medical  practice”  could  be  circumvented 
as  well  as  its  obvious  dangerous  intrusions  into 
what  the  average  practieing  physician  considers 
“private  practice.” 

4.  Conversion  to  a preeeptor  concept  form  of 
graduate  education  would  lead  only  to  a future 
professional  myopia. 

5.  The  term  “comprehensive  personal  health 
care”  and  its  implications  should  call  attention 
to  the  recent  report  of  the  Citizens  Commission 
on  Graduate  Medical  Education  headed  by  Dr. 
John  S.  Millis  and  reported  in  the  December 
issue  of  Hospital  Practice.  The  role  of  the  gen- 
eral practiboner  under  this  concept  would  de- 
generate into  a know-nothing,  do-nothing  med- 
ical nomad,  a far  cry  from  his  present  role  in 
the  scope  of  patient-care  as  we  know  it,  at  least 
in  Arizona.  The  idea,  I would  think,  repugnant 
to  specialist  and  family  physician  alike. 

6.  Unless  and  until  the  community  hospitals 
in  Arizona  evolve  by  physician  preference  into 
closed  staff  units,  the  concept  of  “large  co- 
ordinated out-patient  services”  and  its  sequel 
of  hospital-based  and  employed  physicians  is 
neither  feasible  nor  wise.  It  is  indeed  the  pre- 
vailing concept  of  open  staff  status  for  which 
we  owe  much  of  the  attractiveness  to  new  phy- 
sician growth  and  intellect  coming  into  our  state. 

Samuel  Johnson  once  said,  “When  speculation 
has  done  its  worst,  two  and  two  still  make  four.” 

Very  sincerely  yours, 

C.  W.  Kurtz,  M.D. 
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ftuocinolone  acetonide  — an  original  steroid  from 

SYNTEXS 

laboratories  INC..  PALO  ALTO.  CALIF. 


controls 
infected 
inflammatory 
dermatoses 
that  start  from 
scratch 


eo-Synalar 

inolone  acetonide-neomycin  sulfate  cream) 

Cream 


The  “itch-scratch”  cycle  usually  associ- 
ated with  inflammation  often  results  in 
infected  dermatoses  because  broken 
skin  surfaces  are  particularly  vulnerable 
to  pathogenic  bacteria.'  To  treat  in- 
fected inflammatory  dermatoses,  Neo- 
Synalar  Cream  combines  the  most 
active  topical  corticosteroid  with  a 
highly  reliable  antibiotic  generally  re- 
served for  topical  application. 

In  Neo-Synalar,  fluocinoline  acetonide 
controls  the  inflammation  and  provides 
rapid  relief  from  associated  pruritus.  At 
the  same  time,  its  antibacterial  compo- 
nent—neomycin— combats  superficial 
infection  caused  by  many  gram-positive 
and  gram-negative  bacilli^  that  often 
colonize  and  thrive  on  abraded  skin.' 

A specially  formulated  vanishing  cream 
base  that  is  greaseless  and  odor  free 
makes  Neo-Synalar  cosmetically  appeal- 
ing, and  encourages  greater  patient 
cooperation. 

controls  the  infection 
stops  the  scratch 

Contraindications:  Tuberculous,  fungal,  and 
most  viral  lesions  of  the  skin  (including  herpes 
simplex,  vaccinia,  and  varicella).  Not  for  ophthal- 
mic use.  Contraindicated  in  individuals  with  a 
history  of  hypersensitivity  to  any  of  its  com- 
ponents. Precautions;  Neomycin  rarely  produces 
allergic  reactions.  Prolonged  use  of  any  antibi- 
otic may  result  in  overgrowth  of  nonsusceptible 
organisms;  if  this  occurs,  appropriate  therapy 
should  be  instituted.  Where  severe  local  infection 
or  systemic  infection  exists,  the  use  of  systemic 
antibiotics  should  be  considered,  based  on  sus- 
ceptibility testing.  While  topical  steroids  have 
not  been  reported  to  have  an  adverse  effect  on 
pregnancy,  the  safety  of  their  use  on  pregnant 
females  has  not  absolutely  been  established. 
Therefore,  they  should  not  be  used  extensively 
on  pregnant  patients,  in  large  amounts,  or  for 
prolonged  periods  of  time.  Side  Effects:  Side 
effects  are  not  ordinarily  encountered  with  topi- 
cal corticosteroids.  As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to  Neo-Syna- 
lar  under  certain  conditions.  Availability:  Neo- 
Synalar  Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35%  neomycin 
base),  5 and  15  Gm.  tubes. 

References:  1.  Pillsbury,  D.  M.,  Shelley,  W.  B., 
and  Kligman,  A.  M.:  A manual  of  cutaneous 
medicine,  Philadelphia,  Saunders.  1961,  p.  79. 
2.  Barber,  M.,  and  Garrod,  L.  R:  Antibiotic  and 
chemotherapy,  Baltimore,  Williams  and  Wilkins. 
1963,  p.  111. 
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alcoholism: 


B and  C vita7nins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  B,  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCI)  2 mg 

Vitamin  B12  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies, Supplied  in  decorative  “reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

691-6—3942 


® 

tablets 

liquid 


LOMOTIIi 

in  gastroenteritis,  acute  infections 


Each  tablet  and  each  5 cc.  of  liquid  contains: 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Effectiveness — Physiologic  evidence  indi- 
cates that  Lomotil  acts  directly  on  the 
smooth  muscle  of  the  bowel  to  lower  motil- 
ity and  control  diarrhea.  This  action  is  un- 
surpassed in  promptness  and  efficiency. 

Convenience — Lomotil  is  available  as 
small,  easily  carried,  virtually  tasteless  tab- 
lets and  as  a pleasant,  fruit-flavored  liquid. 


Versatility — The  therapeutic  efficiency, 
safety  and  convenience  of  Lomotil  may  be 
used  to  advantage  alone  or  adjunctively  in 
diarrhea  associated  with  • 

• Functional  hypermotility  • Regional  enteritis 

• Irritable  bowel  • Ileostomy 

• Acute  infections  • Ulcerative  colitis 

• Gastroenteritis  and  colitis  • Food  poisoning 

• Malabsorption  syndrome  • Drug  therapy 


For  correct  therapeutic  effect 
Rx  correct  therapeutic  dosage 
Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children:  Total  Daily  Dosage  . „ „ 

3-6  mo.  . . >/2  tsp*.  t.i.d.  (3  mg.)  1 | |1 
6-12 mo.  . Vi  tsp..q.i.d.  (4  mg.)  Ill 

1- 2  yr.  ...  Vi  tsp.  5 times  daily  (5  mg.) 

2- 5 yr.  ...  1 tsp.  t.i.d.  (6  mg.)  I | | 


5-8  yr 1 tsp.  q.i.d.  (8  mg.)  | | | | 

8-12yr.  ..  1 tsp.  5 times  daily  (10  mg.)  1 1 | | | 

Adults:  . . 2 tsp.  5 times  daily  (20  mg.)||  ||  ||  ||  || 

(or  2 tablets  q.i.d.) 


♦Based  on  4 cc.  per  teaspoonful. 

Maintenance  dosage  may  be  as  low  as  one-^fourth 
the  initial  daily  dosage. 


Precautions:  Lomotil,  brand  of  diphenoxylate  hy- 
drochloride with  atropine  sulfate,  is  a Federally  ex- 
empt narcotic  preparation  of  very  low  addictive 
potential.  Lomotil  should  be  kept  out  of  reach  of 
children  since  accidental  overdosage  may  cause  se- 
vere respiratory  depression.  Recommended  dosages 
should  not  be  exceeded.  Lomotil  should  be  used 
with  caution  in  patients  with  impaired  liver  func- 
tion and  in  patients  taking  addicting  drugs  or  bar- 
biturates. The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage. 

Side  Effects:  Side  effects  are  relatively  uncommon 
but  among  those  reported  are  gastrointestinal  irri- 
tation, sedation,  dizziness,  cutaneous  manifesta- 
tions, restlessness,  insomnia,  numbness  of  extremi- 
ties, headache,  blurring  of  vision,  swelling  of  the 
gums,  euphoria,  depression  and  general  malaise. 
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PROGRAMS 


A LETTER  FROM  AETNA 


Dear  Doctor  Jarrett: 

As  you  recall  I wrote  to  all  of  the  physicians 
in  your  state  on  11  October  1966  asking  for  a 
signatory  indication  that  their  charges  to  Medi- 
care beneficiaries  were  the  same  as  those  to 
non-Medicare  patients,  so  that  our  local  claims 
offices  would  not  have  to  telephone  them  for 
this  information  in  the  future.  The  vast  majority 
of  those  who  responded  did  so  without  com- 
ment. A minority  replied  with  various  degrees 
of  understandable  asperity,  and  some,  also  un- 
derstandably, declined  the  request  as  a part  of 
their  written  criticism. 

I would  like  to  take  this  opportunity  to  thank 
through  you  those  of  our  colleagues  in  your  state 
who  took  the  trouble  to  read  my  letter  and  then 
signed  and  returned  it,  with  or  without  com- 
ment. To  those  who  felt  offended  in  one  way 
or  another  by  its  contents  and  request,  I would 
say  what  follows  from  a recent  letter  I had  the 
pleasure  of  writing  to  Robert  L.  Hare,  M.D., 
President  of  the  Oregon  Society  of  Internal 
Medicine,  and  from  which  I quote  here. 

“It  is  also  easy  for  me  to  understand  how  many 
of  my  colleagues  might  feel  that  my  request  in 
some  way  impugned  or  cast  some  shadow  of 
doubt  on  their  integrity.  However,  it  is  my 
opinion  that  any  such  apprehensions  are  more 
imagined  than  real.  In  the  first  place  the  matter 
of  charges  to  Medicare  and  to  non-Medicare 
patients  for  similar  services  is  one  of  practice 
rather  than  one  of  honesty  or  ethics.  Basically, 
one  should  have  the  right  to  charge  as  one  sees 
fit  no  matter  who  the  patient  may  be.  One  of 
the  unrealities  of  the  Medicare  program  is  that 
it  makes  no  distinction  between  rich  or  poor. 
I don’t  know  whether  the  law  was  written  this 
way  to  simplify  its  administration  or  to  force 
the  Medical  profession  further  in  the  direction 
of  a national  fee  schedule.  However,  the  result 
of  it  has  been  that  the  government  expects  us 
to  charge  Medicare  patients  the  same  thing  that 
we  would  charge  a non-Medicare  patient  for 
the  same  service  whether  this  made  tlie  Medi- 
care patient’s  bill  higher  or  lower.  In  order  to 
assure  Social  Security  Administration  that  this 


is  lieing  done  all  intermediaries  or  carriers  are 
required  to  go  through  the  motions  of  finding 
out  by  checking  a 10%  random  sample  of  all 
claims  received.  As  I attempted  to  explain  in  my 
letter  of  October  11,  the  purpose  of  the  request- 
ed signature  was  to  relieve  us  of  the  onerous 
task  of  making  many  telephone  calls  and  you 
the  annoyance  of  repeated  telephone  interrup- 
tions. 

“In  my  own  practice  of  Internal  Medicine  I 
do  not  hesitate  to  charge  wealthy  people  more 
and  poor  people  less  than  some  so-called  cus- 
tomary charge  for  a service  that  I use  as  a base- 
line. It  is  this  latter  charge  that  I use  for  Medi- 
care patients  and  that  for  the  pui-pose  of  the 
program  I consider  to  be  my  customary  charge. 
If  it  weren’t  for  the  fact  that  I strongly  feel  the 
alliance  between  private  insurance  companies 
and  the  Medical  profession  to  be  of  the  utmost 
importance  to  the  survival  of  both,  I probably 
would  tell  the  insurance  companies  and  the 
Social  Security  Administration  to  jump  in  the 
lake.  Unfortunately,  circumstances  are  such  that 
I must  strain  my  tolerance  and  understanding 
to  the  breaking  point  in  order  to  preserve  my 
patience  and  continue  to  serve  my  patients  in 
a way  that  I feel  is  best  for  them.  Therefore, 
I do  not  look  upon  these  various  administrative 
requests,  regulations,  demands,  and  laws  so 
much  as  matters  of  ethics  as  matters  of  admin- 
istrative realities  that  must  be  dealt  with  prag- 
matically. 

“I  think  that  it  was  in  1956  that  I was  co- 
founder of  the  Richmond  Society  of  Internal 
Medicine  with  the  late  M.  M.  Pinkney  of  that 
city.  I would  guess  that  my  thoughts  and  feel- 
ings about  this  whole  matter  of  federal  intrusion 
into  the  practice  of  Medicine  were  very  similar 
to  your  own.  In  any  case,  I sincerely  hope  that 
each  of  us  in  his  own  way  will  be  effective  in 
preserving  the  Medical  heritage  that  has  been 
left  to  our  generation  and  leave  it  to  the  next 
in  a better  condition  than  we  received  it.” 

Of  13,156  letters  originally  sent  I have  re- 
ceived affirmative  replies  from  3,250  physicians 


February,  1967 


159 


or  24.7%.  By  states  this  comes  out  as  Alaska 
3.2%,  Arizona  23.7%,  Hawaii  17.4%,  Nevada  27.3%, 
Oklahoma  26.3%,  and  Oregon  27.8%.  Hopefully 
those  who  signed  will  not  be  called  in  the  future 
regarding  the  so-called  “customariness”  of  any 
of  their  bills  to  Medicare  beneficiaries.  It  will, 
however,  be  necessary  for  our  offices  to  call  the 
others  in  the  future  on  a random  sample  basis 
in  order  to  comply  with  Social  Security  regula- 
tions. I had  hoped,  perhaps  naively,  that  this 
would  not  be  so,  expecting  as  I did  a large 
enough  response  to  cover  for  all  intents  the 
entire  profession  involved. 

Nevertheless,  wherever  possible  in  the  future 
every  effort  will  continue  to  be  made  to  simplify 
the  administration  of  the  program  to  the  end 
that  whatever  criticisms  are  made  of  it  in  days 
to  come  they  will  not  be  able  to  be  laid  at  the 
door  of  either  the  Medical  profession  or  the 
private  insurance  industry. 

Cordially  yours, 

Stuart  Ragland,  M.D. 

Director,  Health  Insurance 
Professional  Relations 
Casualty  & Surety  Division 
Aetna  Life  & Casualty  Co. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


76TH  ANNUAL  MEETING 
THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

A FINE  SCIENTIFIC  PROGRAM  TO  BE  PRESENTED  BY  MEMBERS 

OF  THE  FACULTY  OF  THE 
UNIVERSITY  OF  COLORADO  MEDICAL  CENTER 

S.  Gilbert  Blount,  M.D. 

John  C.  Cobb,  M.D. 

C.  Wesley  Eisele,  M.D. 

N.  Paul  Isbell,  M.D. 

James  S.  Miles,  M.D. 

Carl  B.  Pollock,  M.D. 

Karl  E.  Sussman,  M.D. 

E.  Stewart  Taylor,  M.D. 

Robert  W.  Virtue,  M.D. 

William  R.  Waddell,  M.D. 

SAFARI  HOTEL,  SCOTTSDALE,  ARIZONA  — April  26  through  29,  1967 
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Doctor:  Old  your  billing  and  bookkeeping  costs! 

The  Valley  Bank  offers  you  “Medac"  - Arizona's  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation) . 


CONTACT  ANY  VALLEY  BANK  OFFICE 


in  Phoenix 
Bud  Gray  261-1317 


or  phone: 


in  Tucson 

Don  Markle  624-8711 


iHedica!  CeHtet  and  Clinical  iah^faUm 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


February,  1967 


161 


Does  he  really  care? 
s he  alert,  encouraged, 
lositive  and  optimistic 
bout  getting  out  of  bed 
|nd  back  to  work  soon? 

Or  is  he  giving  in  to 
iie  depressing  impact 
f confinement? 

I When  functional  fatigue 
fomplicates  convalescence, 
dertonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic-^ 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals . . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonk 
in  the  convenient,  economical  one-pint  bottle. ^ 


Available  Only  On  Prescription 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Bq),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

‘Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications : 1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications : As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects;  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 


N THE  WM.  S.  MERRELL  COMPANY 

]^Grr6ll  ) Division  of  Richardson-Merrcll  Inc. 

A Cincinnati,  Ohio  45215 


6-7907 


One  ^Ornade’ 

Spansule  Capsule 
works  all  day 
(or  all  night)  to 
make  your  patient 
with  a cold  a lot 
more  comfortable. 

‘Ornade’,  the  unique  oral  nasal  decongestant  with  a drying  agent, 
a decongestant  and  an  antihistamine  in  the  ideal  dosage  form 

Ornade®  Spansule®  Capsules 

Trademark  brand  of  sustained  release  capsules 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  male- 
ate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isoprop- 
amide,  as  the  iodide. 

The  following  is  a brief  precautionary  statement.  Before  prescribing,  the 
physician  should  be  familiar  with  the  complete  prescribing  information  in 
SK&F  literature  or  PDR.  Contraindications:  Patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder 
neck  obstruction.  Precautions:  Use  with  caution  in  the  presence  of  hyper- 
tension, hyperthyroidism,  or  coronary  artery  disease;  and,  in  patients  who 
may  operate  vehicles  or  machinery,  warn  of  possible  drowsiness.  Note:  Since 
the  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress 
uptake,  it  is  suggested  that  'Ornade'  be  discontinued  one  week  before 
these  tests.  Side  effects:  Drowsiness;  excessive  dryness  of  nose,  throat,  or 
mouth;  nervousness;  or  insomnia  may  occur  rarely,  but  are  usually  mild  and 
transitory.  Other  known  possible  side  effects  of  the  individual  ingredients  are: 
nausea,  vomiting,  diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest, 
abdominal  pain,  irritability,  tachycardia,  headache,  and  difficulty  in  urination. 

Smith  Kline  &,  French  Laboratories 


ALL-DAY  OR  ALL-NIGHT  RELIEF 
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REPRINTS 


There  are  times  when  editors  are  at  a loss  in 
making  a decision  as  to  which  road  to  take 
relative  to  a publication.  The  following  article 
appearing  in  the  November  1966  issue  of  the 
BULLETIN  OF  SAN  FRANCISCO  MEDICAL 
SOCIETY,  written  by  J.  Gerald  Callanan,  so 
condenses  some  of  our  own  editorial  problems, 
not  only  on  a personal  basis  but  reflecting  those 
of  our  Central  Office,  that  I felt  it  was  worthy 
of  reproduction  in  ARIZONA  MEDICINE.  I 
would  be  interested  in  letters  regarding  this 
article,  especially  as  these  letters  would  reflect 
your  own  personal  reviews  as  to  the  ultimate 
goals  of  ARIZONA  MEDICINE  itself. 

Roland  F.  Schoen,  M.D. 

Editor 


Medical  Journals— Half  Dead  or  Half  Alive?  . . . 

One  of  my  teachers  used  to  say  “The  first 
principle  of  treatment  is  diagnosis;  the  second 
principle  of  treatment  is  diagnosis,  and  so  is  the 
third.”  Wise  words  from  an  experienced  clin- 
ician. In  this  regard  an  unsuspected  difficulty 
appears  if  one  addresses  oneself  to  the  question 
lately  raised  in  the  JAMA,  “What  is  wrong  with 
medical  journals?”  The  difficulty  is  this,  who  is 
to  make  the  diagnosis?  Is  it  to  be  the  producer 
(author),  the  consumer  (reader),  the  distribu- 
tor (editor)  or  the  subsidizer  (advertiser)? 

Put  this  way  the  most  important  consideration 
in  the  case  strikes  the  reader  at  once.  We  are 
dealing  with  a conflict  of  interests.  For  a journal 
is  certainly  a different  thing  to  each  of  these 
groups. 

A great  deal  of  the  dissatisfaction  we  all  ex- 
perience can  be  attributed  to  this  confusion  of 
ends.  And,  it  may  be  that  a point  has  been 
reached  when  it  is  no  longer  possible  for  the 
journal  of  the  traditional  type  to  simultaneously 


FOCUS 


By  J.  GERALD  CALLANAN 


achieve  such  conflicting  aims.  What  are  these 
aims?  A journal  may  be  said  to  have  four  aims 
— to  inform,  to  instruct,  to  amuse,  to  promote. 

Every  day  that  passes  shows  how  difficult  it 
is  to  adequately  inform.  The  information  is  too 
much,  too  late  and  it  is  multiplied  many  times 
over.  It  is  physically  impossible  to  obtain  all  the 
necessary  information  from  journals.  Hence  the 
success  of  medical  newspapers. 

Instruction  is  not  synonymous  with  informa- 
tion. Significant  recent  development  is  that  more 
and  more  scientists  and  physicians  are  obtain- 
ing their  information  in  ways  other  than  from 
journals.  They  use  meetings,  or  have  their  own 
specialty  clubs,  or  spend  time  in  their  respective 
laboratories  even  on  a world-wide  scale.  For 
the  practicing  physician  the  deluge  of  abstracts 
is  a different  attempt  to  do  the  same. 

Amusement  in  tlie  best  sense  includes  intel- 
lectual titillation.  Here  is  where  the  great  editors 
imprint  their  characteristics  on  a journal  and, 


February,  196^7 


165 


also  why  there  are  so  very  few  — on  both  sides 
of  the  Atlantie.  A fascinating  example  of  orig- 
inal medical  journalism  in  this  respect  is  Felix 
Ibanez’s  “M.D.”  magazine.  This  paper  illustrates 
another  feature  forgotten  and  ignored  in  the  tra- 
ditional journal  — that  medicine’s  interests  are 
expanding  all  the  time. 

Coming  to  promotion,  today  this  means  adver- 
tising, which  for  medical  journals  means  phar- 
maceutical advertising.  Here  lies  another  danger 
which  happily  is  fully  recognized  by  both  the 
best  of  the  promoters  and  the  editors.  This 
danger  is  that  the  publication  should  even  re- 
motely take  on  the  suggestion  of  being  a bro- 
chure for  the  commercial  company.  The  same 
process  has  gone  a lot  further  in  the  case  of  one 
company  that  publishes  unashamedly  a manual 
of  medicine.  What  must  be  preserved  is  a high 
standard  of  impartiality  and  independence. 

By  all  questions  it  seems  agreed  that  some 
journals  are  dead,  others  are  dying  and  a few 
are  tliriving.  For  the  future  the  type  of  journal 
that  will  best  serve  the  practicing  physician’s 
interest,  if  he  must  limit  his  hours  of  reading, 
will  be  one  that  offers  general  ideas  rather  than 
a succession  of  “how  to  do  it”  essays. 

All  these  considerations  about  the  present 
state  and  future  of  medical  journals  underline 
the  fact  that  we  are  in  a state  of  important 
transition.  Experts  in  the  field  of  communica- 
tions surmise  that  this  will  continue  for  perhaps 
another  ten  years.  Perhaps  an  even  more  basic 
thought  is  this:  this  particular  set  of  difficulties 
is  a reflection  of  the  need  to  change  one’s  ap- 
proach to  one’s  own  postgraduate  educational 
needs  and  processes.  We  do  not  require  to  know 
everything  even  in  one’s  own  field.  What  we  do 
need  is  a more  discriminatory  approach  to  solv- 
ing our  everyday  clinical  problems.  Elimination, 
condensation  and  imagination  are  the  lines  along 
which  editors  and  authors  should  work  together 
for  this  end.  And  also  use  English  — Surfers 
Knots  is  a better  title  than  Surfers’  Cutaneous 
Nodes,  a dysphonic  mixture  of  differing  roots. 
Perhaps  we  should  read  less  if  we  wish  to 
learn  more. 


MEDICINE  IN  TERRITORIAL 
ARIZONA 


by 

Frances  E.  Quebbeman 

Limited  Number  of 
Autographed  Copies 
Now  Available 

$7.50  each 


Arizona  Medical  Association 
4601  N.  Scottsdale  Road 
Suite  201 

Scottsdale,  Arizona  85251 
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Photo  professionally  posed 


Mike  expects  a penicillin  iniection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen«Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  Infections  due  to  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediate  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  ol  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  ol 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur:  if  so,  discontinue  and  take  appropriate  measures. 
Treat  g-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  of  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


Pen  • Vee®  K 

(potassium  phenoxymethyl  penicillin) 


"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
you  never 
get  tired  of. 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 

CUTTER  AVIATION  , I N C . SKY  HARBOR,  PHOENIX 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 


168 


Arizona  Medicine 


(TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


OPINION  OF  THE 
JUDICIAL  COUNCIL 

November  26,  1966 
Participation  by  Physicians  in 
Bank  Card  Programs 


The  growtli  and  development  of  credit  cards 
is  burgeoning.  A new  form  of  card,  the  so-called 
bank  card,  is  being  widely  introduced.  Bank 
cards  are  issued  without  cost  to  the  cardholder; 
they  are  acceptable  at  many  more  places  than 
conventional  credit  cards;  they  are  sponsored 
by  large,  reputable  banks.  They  are  an  innova- 
tion in  our  economic  system. 

As  these  bank  card  plans  have  come  into  being, 
in  all  parts  of  the  country,  physicians  have  asked 
if  they  may  ethically  use  bank  cards  as  a form 
of  payment  for  professional  services.  Some  med- 
ical societies  have  said  physicians  may  partici- 
pate; others  have  said  physicians  may  not. 

The  Judicial  Council  believes  a uniformity  of 
opinion  is  desirable.  In  matters  of  ethics  it  would 
seem  indisputable  that  a general  rule  should  be 
determined  for  the  guidance  of  the  profession, 
and  that  this  rule  should  be  implemented  at 
local  level. 

The  medical  profession  has  officially  recog- 
nized that  it  cannot  dictate  to  patients  how  they 
shall  finance  their  medical  bills.  It  can  and 
should,  however,  determine  principles  to  guide 
its  members  in  determining  whether  and  how 
they  may  participate  in  any  payment  program. 

If  the  bank  card  were  merely  a substitute  for 
cash  or  check  in  the  payment  of  bills,  little  or 
no  problem  would  be  presented  to  physicians 
regarding  their  use;  they  would  be  merely  a 
newly  adopted  medium  of  exchange.  Bank  cards, 
however,  serve  a twofold  function:  They  are  a 
convenience  — a substitute  for  currency  or  check 
in  the  payment  of  indebtedness;  and  they  are 
also  a financing  mechanism.  Consequently,  their 
indiscriminate  use,  especially  the  financing  of 
larger  medical  bills  through  banks,  could  result 
in  additional  cost  to  patients.  While  the  doctor’s 
fee  for  medical  care  would  not  increase,  the  cost 
of  financing  payment  of  that  fee  through  a third 
party  would  be  imposed  on  the  patient.  Of 
course,  patients  may  voluntarily  elect  to  pay 
larger  amounts  in  return  for  the  convenience  of 


a given  program.  Still,  the  medical  profession 
has  a responsibility  to  guard  against  patients 
being  placed  in  untenable  financial  conditions 
because  of  overall  medical  care  costs.  That  is 
why  medicine  has  been  in  the  forefront  in  en- 
couraging prepayment  and  insurance  programs 
to  provide  for  the  costs  of  medical  services.  It 
must,  therefore,  maintain  its  position  of  safe- 
guarding patients  interests  when  considering 
new  methods  of  financing  personal  indebtedness. 

The  Judicial  Council  is  of  the  opinion  that 
neither  endorsement  nor  disapproval  should  be 
given  to  the  bank  card  system  at  this  time. 

In  June,  1965,  the  Judicial  Council  and  the 
Council  on  Medical  Service  jointly  agreed  that 
any  proposed  plan  for  financing  medical  care 
or  parts  of  medical  care  should  be  judged  by 
the  physician  in  the  light  of  whether  or  not  it 
might  “result  in  advertising  or  solicitation  of  pa- 
tients by  physicians,  profit  to  physicians  for 
other  than  professional  services,  exploitation  of 
the  patient,  or  unnecessary  increase  in  the  cost 
of  medical  care.” 

Judged  by  these  criteria,  the  Judicial  Council 
is  of  the  opinion,  at  this  time,  that  physician 
participation  in  bank  card  programs  is  not  per 
se  unethical.  It  is  of  the  opinion  that  physicians 
may  ethically  accept  bank  cards  in  the  payment 
of  current  medical  bills  in  lieu  of  cash  or  check, 
that  is,  as  a medium  of  exchange. 

The  use  of  bank  cards  in  financing  medical 
fees  must,  however,  be  viewed  with  reserve  at 
the  present  stage  of  them  development.  While 
patients  may  not  be  denied  the  right  to  determine 
matters  of  their  personal  budgeting,  physicians 
must  not  encourage  the  use  of  this  financing 
method  if  in  operation  it  might  compromise  the 
ideals  of  the  medical  profession  or  add  to  tlie 
financial  burden  of  patients. 

In  connection  with  physician  participation  in 
bank  card  programs,  the  Judicial  Council  rec- 
ommends the  following  principles  to  be  imple- 
mented and  applied  as  necessary  by  the  county 
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medical  society  for  the  guidance  of  physicians 
as  these  programs  develop. 

1.  The  county  medical  society  should  be  satis- 
fied as  to  the  financial  and  professional  in- 
tegrity of  the  plan.  It  should  negotiate  with 
the  plan  sponsors  to  insure  that  service 
charges  to  the  physician  are  reasonable.  It 
should  insist  that  the  plan  be  open  to  all 
physicians  on  the  same  terms  and  that  it  not 
exploit  or  capitalize  on  physicians’  participa- 
tion in  the  plan.  It  should  advise  the  plan 
that  the  listing  of  physicians  in  directories  of 
participating  members  is  contrary  to  the  eth- 
ics of  the  medical  profession. 

2.  The  individual  physician  may  not,  because  of 
his  participation,  increase  his  fee  for  medical 
service  rendered  the  patient.  He  may  not  use 
the  plan  to  solicit  patients.  He  may  not  en- 
courage patients  to  use  the  plan.  His  position 
must  be  that  he  accepts  the  plan  as  a con- 
venience to  patients  who  desire  to  use  it. 


Plaques  or  other  devices  indicating  participa- 
tion in  the  plan  within  the  physician’s  office 
shall  be  kept  to  a discreet  and  dignified  min- 
imum. Plaques,  signs,  or  other  devices  indi- 
cating such  participation  visible  outside  the 
physician’s  office  are  unacceptable. 

3.  The  use  of  a bank  card  in  connection  with 
the  payment  of  larger  fees  — which  might 
normally  be  paid  to  the  physician  in  install- 
ments — is  not  to  be  encouraged.  All  members 
of  the  Association  are  expected  to  continue 
the  traditional  practice  of  permitting  patients 
of  limited  means  to  pay  relatively  large  fees 
in  installments  without  interest  or  carrying 
charges.  Out  of  respect  for  the  dignity  and 
traditions  of  the  medical  profession,  the  phy- 
sician may  not  relieve  himself  of  his  obliga- 
tions “to  render  service  to  humanity,  reward 
or  financial  gain  being  a subordinate  consid- 
eration.” 


WELFARE  DEPARTMENT  & 
MEDICARE  PART  B 


John  O.  Graham,  Commissioner  of  the  State 
Department  of  Public  Welfare,  said  that  the 
Department  is  receiving  a number  of  billings 
and  inquiries  regarding  persons  who  have  re- 
ceived medical  services  under  Part  B of  the 
federal  Medicare  program  and  who  expect  that 
the  $50  deductible  and  20%  coinsurance  will  be 
paid  for  them  under  the  State’s  Medical  Assist- 
ance for  the  Aged  program.  Present  Kerr  Mills 
legislation  does  not  provide  for  payments  under 
Part  B of  Medicare.  Commissioner  Graham  stated 
however  that  the  following  benefits  are  available 
for  the  1,110  persons  who  have  signed  up  under 
the  program: 

1.  Payment  of  a $40.00  deductible  for  each 
hospital  admission  occasioned  by  a spell 
of  illness. 

2.  Payment  of  a $20.00  deductible  for  each 
hospital  outpatient  diagnostic  study. 

3.  Payment  of  the  $3.00  monthly  medical  in- 
surance premium  for  those  persons  not 
receiving  Social  Security  or  Railroad  Re- 
tirement benefits. 


To  be  eligible  the  following  requirements 
must  be  met: 

1.  Must  not  be  receiving  public  assistance. 

2.  Must  be  65  or  over. 

3.  Must  be  a citizen  or  15-year  resident  of  the 

United  States. 

4.  Resource  limits  may  not  exceed: 

a.  House  and  Lot  — $10,000.00  fair  market 
value. 

b.  Tools  - $500.00. 

c.  Livestock  — used  primarily  for  domestic 
purposes  is  exempt. 

d.  Auto  — $750.00  fair  market  value. 

e.  Burial  plots  are  exempt. 

f.  Other  property  or  assets  — $800.00  for 
single  applicant,  $1,200  for  applicant  and 
spouse. 

5.  Income  limits: 

a.  Single  person  — $1,800.00  annually. 

b.  Married  person  and  spouse  — $2,400.00 
annually. 

To  apply  for  these  benefits  interested  persons 
should  contact  their  local  welfare  office. 
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THE  FAMILY 
PHYSICIAN 


In  all  the  discussions  dealing  with  the  need 
for  a family  physician,  there  was  agreement  that 
he  should  be  a physician  who  is  capable  of  pro- 
viding continuous,  comprehensive  health  care  to 
individuals  in  a social  (family)  context. 

But,  although  there  was  agreement  on  defini- 
tion, the  names  given  the  “comprehensive  care” 
physician  varied.  The  first  report  in  which  the 
need  for  such  a doctor  was  mentioned,  the 
Report  of  the  National  Commission  on  Com- 
munity Health  Services,  calls  him  the  “personal 
physician.”  In  the  Report  of  the  Citizens  Com- 
mission on  Graduate  Medical  Education,  com- 
missioned by  the  American  Medical  Association, 
the  name  “primary  physician”  is  chosen.  The 
Ad  Hoc  Committee  on  Education  for  Family 
Practice,  also  constituted  by  the  AMA,  decided 
on  “family  physician”  as  the  best  description.  Of 
interest  is  the  fact  that  only  the  Ad  Hoc  Com- 
mittee on  Education  for  Family  Practice  was 
commissioned  expressly  to  study  family  medicine 
and  its  future.  The  other  two  groups  felt  it 
necessary  to  comment  on  the  need  for  compre- 
hensive health  care  as  an  urgent  problem. 

Summarizing  the  background  of  the  problem, 
the  Citizens  Commission  pointed  out  in  its  re- 
port that  the  general  practitioner  once  filled  the 
role  of  “comprehensive-care  physician.”  Now 
his  numbers  are  declining  as  the  numbers  of 
various  medical  specialists  increase. 

“Time  has  changed  both  him  and  his  patient,” 
said  the  Citizens  Commission.  “Patients  now 
have  access  to  a richer  variety  of  medical  serv- 
ices, and  many  of  them  have  insurance  to  help 
pay  for  hospital  and  specialist  services.  In  med- 
icine, the  major  advances,  the  major  triumphs  of 
biomedical  research,  have  not  dealt  with  man 
as  a whole  but  with  his  individual  bodily  sys- 
tems or  organs.  As  the  science  and  art  of  med- 
icine devoted  to  understanding  and  treating 
individual  organs  and  systems  have  outrun  the 
science  and  art  of  understanding  and  treating 
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the  whole  man,  specialty  practice  has  become 
more  necessary  and  more  attractive.” 

The  Commission  points  out  that  “The  general 
practitioner  leaves  behind  him  a vacuum  that 
organized  medicine  has  not  decided  how  to  fill.” 

A solution  is  suggested  by  the  Commission: 
“A  different  kind  of  physician  is  called  for”  — a 
broadly  and  intensively  educated  specialist  in 
comprehensive  medicine. 

The  suggested  educational  program  by  which 
such  specialists  might  be  produced  was  recom- 
mended by  the  Ad  Hoc  Committee  on  Educa- 
tion for  Family  Practice  in  its  report  to  the  AMA 
Council  on  Medical  Education.  The  report  was 
transmitted  to  the  AMA  House  of  Delegates  at 
its  November,  1966,  meeting  in  Las  Vegas,  Nev. 

The  Ad  Hoc  Committee  identified  the  special- 
ist in  family  medicine  as  a physician  who  would: 

— Serve  as  the  physician  of  first  contact  with 
the  patient  and  provide  a means  of  entry  into 
the  medical  care  system. 

— Evaluate  the  patient’s  total  health  needs, 
providing  personal  medical  care  within  one  or 
more  fields  of  medicine  and  referring  the  pa- 
tient, when  indicated,  to  appropriate  sources  of 
care  while  preserving  the  continuity  of  care 
through  his  continuing  contact  with  and  interest 
in  the  patient. 

— Assume  responsibility  for  the  patient’s  com- 
prehensive and  continuous  health  care  and  act 
as  leader  or  coordinator  of  the  medical-hospital- 
ancillary  services  team  that  provides  health  serv- 
ices in  our  complex  society. 

— Accept  responsibility  for  the  patient’s  total 
health  care  within  the  context  of  his  environ- 
ment, including  the  community  and  the  family 
or  comparable  social  umt. 

Behavioral  and  social  sciences  and  the  human- 
ities should  receive  strong  emphasis  in  the  edu- 
cational program,  the  Committee  recommended. 
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Flexibility  in  the  program  should  be  maintained, 
but  certain  basic  disciplines  would  constitute  the 
major  portion  of  the  curriculum.  These  include 
internal  medicine,  pediatrics,  surgery,  psychiatry, 
obstetrics  and  gynecology,  and  community  med- 
icine, as  well  as  the  behavioral  and  social 
sciences. 

The  program  as  envisioned  would  probably 
require  three  to  four  years  in  addition  to  the 
four  years  of  medical  school,  and  would  be  as 
rigorous  as  those  required  in  many  current  spe- 
cialties. The  Ad  Hoc  Committee  urgently  rec- 
ommended that  specialty  recognition  be  given 
to  those  physicians  who  complete  the  proposed 
educational  program  and  pass  the  appropriate 
specialty  board  examination. 

The  recommendations  of  the  Ad  Hoc  Com- 
mittee were  endorsed  unanimously  and  without 
debate  by  the  AMA  House  of  Delegates  at  the 
1966  AMA  Clinical  Convention  in  Las  Vegas, 
Nev.  The  AMA  Council  on  Medical  Education, 
which  had  urged  endorsement  of  the  Ad  Hoc 
Committee’s  recommendations,  was  authorized 
by  the  House  of  Delegates  to  “develop  and 
initiate  plans  for  implementation  of  the  rec- 
ommendations .” 


STATE  MEDICAL  DIRECTORY 

It  has  been  determined  to  publish  the  State 
Medical  Directory  on  a fiscal  year  basis.  Due  to 
the  election  of  officers  of  the  Arizona  Medical 
Association  in  April,  and  the  Board  of  Medical 
Examiners  in  July,  as  well  as  for  other  reasons 
pertaining  to  licensure,  it  appeared  to  the 
Board  that  the  annual  medical  directory  would 
serve  better  and  be  more  accurate  for  a longer 
period  of  time  should  it  be  a fiscal  directory 
corrected  to  July  of  each  year  rather  than 
February  of  each  year. 

The  1967-68  directory  will,  therefore,  not 
be  available  until  July  1967.  It  is  suggested 
that  you  contact  the  offices  of  the  Board  of 
Medical  Examiners  for  any  further  information. 


DIARHHEA 
MUCOUS  COLITIS 
DIVERTICULITIS 
SPASTIC  URETERITIS 
BLADDER  SPASM 

are  relieved  with 


Minimum  dosage  400  mg.,  q. 
4 h.  until  relief  is  constant, 
adjust  maintenance  dosage. 


A therapeutic  blood  level  can- 
not be  obtained  with  small 
dosage.  Trocinate  is  metabol- 
ized and  eliminated  in  the 
urine  as  harmless  degradation 
products — a safety  factor.  Six- 
teen years  of  clinical  usage  with 
the  absence  of  untoward  effects 
establishes  the  safety  of  Tro- 
cinate. The  autonomic  nervous 
system  is  not  involved  in  its 
prompt  action. 


NOW  AVAILABLE  IN  2 STRENGTHS, 

100  mg.  and  400  mg. 

PINK  SUGAR-COATED  TABLETS 


u 


Literature  and  samples  available. 


WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Manufacturers  of  ethical  pharmaceuticals  since  1856 


■' 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  ■ MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

ScoHsdale's  Newest  & Finest  Medical  Building 

These  advantageous,  time-saving  features: 

• Adjoining  Scottsdale  Baptist  Hospital  • Spacious  parking  lot  for  patients 

• Heat,  Air  Conditioning,  all  electric  service,  • Covered  parking  for  tenants 
daily  janitor  service  furnished 

DENTIST  DENTAL  LAB.  OBSTETRICS  & GYNECOLOGY  PSYCHIATRY 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake  Roy  O.  Young,  M.D.  Murray  Urie,  M.D. 

Patrick  Ryan,  D.D.S  Gregory  C.  Smith,  M.D.  GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  PHYSICAL  THERAPIST  RADIOLOGY  OTHERS 

Thomas  B.  Jarvis,  M.D.  Jean  Hoffman,  R.P.T.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 
Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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ROBERT  L.  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

INEZ  P.  DUNNING,  M.A. 
KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D 
RAYMOND  HUGER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEiLY,  Ph  D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 

ROY  WORTHEN,  M.D. 


efaTpsychJatry  and  neuro! 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


psycho^ 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

- William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


DiplOmates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1901  East.  Thomas  Road 


Phoenix,  Arizona 


Phone  264-2101 
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ruiuKt 

MEDICAL  MEETINGS 


ARIZONA  CHEST  DISEASE  SYMPOSIUM 

Ramada  Inn  — Tucson 
April  8 and  9,  1967 

SPEAKERS  AND  TOPICS: 


HARRIET  L.  HARDY,  AA.D.  — Assistant  Medical 
Director  in  Charge  of  Occupational  Medical 
Service,  Massachusetts  Institute  of  Technology 

A.  Chemical  Bronchitis  and  Pneumonitis  of 

Environmental  Origin 

B.  The  Dust  Diseases 

C.  Beryllium  Poisoning  as  an  Example  of  a 

Chemical  Intoxication  with  Respiratory 
Disease 

GERALD  BAUM,  M.D.  — Chief,  Pulmonary  Sec- 
tion, Veterans'  Administration  Hospital,  Cleve- 
land, Ohio. 

A.  Total  Care  of  Patients  with  Chronic  Obstruc- 

tive Airway  Disease 

B.  Pulmonary  Disease  Problems  in  Israel  — a 

Middle  Eastern  Arizona 

C.  Sarcoidosis,  Blank  Wall  or  Open  Door 


WILLIAM  F.  MILLER,  M.D.  - Associate  Pro- 
fessor of  Medicine,  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

A.  Pulmonary  Edema,  Pathologic  Physiology 

and  Treatment 

B.  Bronchodilator  Therapy  in  Obstructive  Air- 

way Disease,  Pharmacologic  Principles 
and  Functional  Evaluation 

REJANE,  M.  HARVEY,  M.D.  — Associate  Profes- 
sor of  Medicine,  College  of  Physicians  & Sur- 
geons of  Columbia  University;  Cardiopulmon- 
ary Laboratory,  Bellevue  Hospital. 

A.  Pathogenesis  of  Pulmonary  Heart  Disease 

B.  Clinical  Varieties  of  Pulmonary  Heart  Dis- 

ease 

C.  Treatment  and  Prevention  of  Pulmonary 

Heart  Disease 


SYMPOSIUM  ON  THE  CARE  OF  THE  EPILEPTIC 

March  16  and  17,  1967 

Del  Webb's  TowneHouse 
Phoenix,  Arizona 

The  Convulsive  Disorder  Unit  of  the  Barrow  Neurological  Institute  of  St.  Joseph's 
Hospital  invites  all  doctors  to  attend  this  symposium,  which  is  sponsored  by  the 
Academy  of  Medicine,  Maricopa  County  Medical  Society  and  the  Arizona  Academy 
of  General  Practice.  The  program  will  be  aimed  toward  basic  concepts,  diagnosis, 
and  treatment  of  the  epileptic  patient.  Key  speakers  will  present  special  problems 
that  the  epileptic  encounters. 

The  symposium  is  designed  to  extend  over  one  full  day  on  Thursday  and  a morning 
session  only  on  Friday.  The  faculty  for  the  symposium  will  be  composed  of  out- 
standing neurologists,  neurosurgeons  and  pediatricians  from  a number  of  medical 
centers  which  have  a special  interest  in  convulsive  disorders.  For  further  informa- 
tion contact:  Convulsive  Disorder  Unit,  St.  Joseph's  Hospital,  P.  O.  Box  2071, 
Phoenix. 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571 9 FREE  DELIVERY 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Situation  Wanted:  Board  Certified  General  Sur- 
geon licensed  in  Arizona  seeks  association 
with  individual  or  group.  Married  with  family; 
available  for  personal  interview  for  mutual 
evaluation.  Reply  Box  64-3,  4601  N.  Scotts- 
dale, Arizona  85251. 


February,  1967 


177 


Classified 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cotton\A/ood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


Attention:  Immediate  opening  for  physician  in- 
terested in  Group  General  Practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  invest- 
ment or  equipment  necessary.  Industrial  con- 
nection allows  immediate  salary  — $24,000 
guaranteed.  Will  accept  draft  eligible  physi- 
cian. Write  Drawer  M,  Miami,  Arizona. 


EENT  Physician  and  Surgeon,  Arizona  license, 
age  55,  desires  to  semi-retire  and  relocate. 
Would  consider  established  practice  or  associa- 
tion. Reply  Box  64-10,  4601  N.  Scottsdale 
Road,  Scottsdale,  Arizona  85251. 


General  Surgeon  desires  Group  or  Associate 
practice  in  Phoenix  area.  General  Surgery 
Board  Eligible  July  1967.  Military  service  com- 
pleted; age  30.  Contact:  Box  67-1,  ARIZONA 
MEDICINE,  4601  North  Scottsdale  Rd.,  Scotts- 
dale, Arizona  85251. 


24-HOUR  AMBULANCE  SERVICE 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 

AL  2-341  1 


HOSPITAL  MEDICAL 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 


Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Amow,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOGTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 
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Something  special 

Darvon®  Compound- 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  p.henacetin,  and  32.4  mg.  caffeine. 


IDENTl-CODE™ 

• 1 1 1 ■a  I <4 cit>+ 1 ft + j Art 


(formula  identification  code,  Ltlly) 


r\r»ci+i\/p  HrodUCt 


U.C.  IVIEDinAL  CENTER  LIBRARY 


when  it  counts... 

Chloromycetin 

(chloramphenicol) 


PMK£.  DAVIS  i COMPANY,  DUnit,  MicA/gtn  *8232 


Complete  information  for  usage 
availabie  to  physicians  upon  request, 


MB 


uiMxiri 


HM/&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


AND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  SNP 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  “uterine  relaxing 
factor"  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 

( LTR2Z ) 


/ 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


When  the  stagnant  sinus 
must  be  drained... 


In  the  common  cold,  Neo-Synephrine  is  unsur- 
passed for  reducing  nasal  turgescence.  It  stops 
the  stuffy  feeling  at  once.  It  opens  sinus  ostia  to 
re-establish  drainage  and  lessen  the  chance  of 
sinusitis.  With  Neo-Synephrine,  in  the  concentra- 
tions most  commonly  used,  decongestion  lasts 
long  enough  for  extended  breathing  comfort, 
without  endangering  delicate  respiratory  tissue. 
Systemic  side  effects  are  virtually  unknown. 
There  is  little  rebound  tendency. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


1/^/nfhrop 


Brand  of  phenylephrine  hydrochloride 


is  available  in  a variety  of  forms, 
for  all  ages: 

V8®/o  solution  for  infants 
V4®/o  solution  for  children  and  adults 
pediatric  nasal  spray  for  children 
V2%  solution  for  adults 
V2V0  nasal  spray  for  adults 
V2®/o  jelly  for  children  and  adults 
1"/o  solution  for  adults  (resistant  cases) 

Also  NTZ®  Solution  or  Spray 
Antihistamine-decongestant 
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Posed  by  professional  model 


I’m  supposed  to  get  up 
and  do  things? 

With  my  heart? 


It’s  entirely  natural — and  may  even  be  desirable — for  the  cardio- 
vascular patient  to  be  somewhat  anxious  about  himself. 

But  when  anxiety  leads  to  unreasonable  self-imposed  limitations 
and  restrictions  . . . when  it  aggravates  cardiovascular  symptoms 
. . . when  it  interferes  with  restful  sleep,  measures  to  help  alle- 
viate the  anxiety  are  probably  in  order. 

One  measure,  of  course,  is  reassurance.  Another,  adjunctive 
measure,  is  Equanil  (meprobamate). 

Over  a decade  of  experience  has  shown  that  Equanil  (mepro- 
bamate) is  generally  well  tolerated  as  well  as  effective.  Side 
effects  are  usually  limited  to  transient  drowsiness;  serious, 
therapy-interrupting  side  effects  are  rare. 


Cautions:  Carefully  supervise  dose  and 

amounts  prescribed,  especially  for  patients 
prone  to  overdose  themselves.  Excessive  pro- 
longed use  may  result  in  dependence  or 
habituation  in  susceptible  persons— as  ex- 
addicts, alcoholics,  severe  psychoneurotics. 
After  prolonged  high  dosage,  drug  should  be 
withdrawn  gradually  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform 
seizures.  Side  effects  include  drowsiness  and, 
rarely,  allergic  or  idiosyncratic  reactions. 
These  reactions,  sometimes  severe,  can  devel- 
op in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  meproba- 
mate. Mild  reactions  are  characterized  by  urti- 
carial or  erythematous  maculopapular  rash. 
Acute  non-thrombocytopenic  purpura  with 
petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  Meprobamate 
should  be  stopped  and  not  reinstituted.  Severe 
reactions,  observed  very  rarely,  include  angio- 
neurotic edema,  bronchial  spasms,  fever,  faint- 
ing spells,  hypotensive  crises  (1  fatal  case), 
anaphylaxis,  stomatitis  and  proctitis  (1  case) 
and  hyperthermia.  Warn  patients  of  possible 
reduced  alcohol  tolerance.  Should  drowsiness, 
ataxia,  or  visual  disturbances  occur,  dose 


should  be  reduced.  If  symptoms  persist,  pa- 
tients should  not  operate  vehicles  or  danger- 
ous machinery.  A few  cases  of  leukopenia, 
usually  transient,  have  been  reported  following 
prolonged  dosage.  Other  blood  dyscrasias— 
aplastic  anemia  (1  fatal  case),  thrombocyto- 
penic purpura,  agranulocytosis  and  hemolytic 
anemia— have  occurred  rarely,  almost  always 
in  the  presence  of  known  toxic  agents.  One 
fatal  case  of  bullous  dermatitis  following  inter- 
mittent use  of  meprobamate  with  prednisolone 
has  been  reported.  Prescribe  very  cautiously 
for  patients  with  suicidal  tendencies.  Suicidal 
attempts  should  be  treated  with  immediate 
gastric  lavage  and  appropriate  supportive 
therapy. 

Contraindications:  History  of  sensitivity  to 
meprobamate. 

Composition:  Tablets,  200  mg.  and  400  mg. 
meprobamate.  Coated  Tablets,  Wyseals® 
Equanil  (meprobamate)  400  mg.  Continuous- 
Release  Capsules,  Equanil  L-A  (meproba- 
mate) 400  mg. 

American  Hospital  Formulary  Service  Cate- 
gory No.  28:16.08 
A quality  controlled  product  of 
Wyeth  Laboratories  Philadelphia,  Pa. 


to  help  relieve  anxiety  and  tension  occurring 
alone  or  secondary  to  organic  disease 


Against  these  three  major  pathogens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  M 


Beta-Hemol] 

Streptococci 


V-Cillin  K® provides  unexcelled  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Median  Range 

MIC  (mcg./ml .) 
Median  Range 

MIC  (mcg./ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0,04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0,02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

1 — 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0,2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med, ,269  1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  5.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6,253,  1964. 


V-Cillin  K* 


700157 


Potassium  Phenoxymethyl  Penicillin 


(See  next  page  lor  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin"-'  (phenoxy- 
methyi  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a pa- 
tient with  a strongly  positive  history  of  allergy.  Reactions  occur  more 
frequently  in  individuals  with  bronchial  asthma  or  other  allergies  or  in 


those  who  have  previously  demonstrated  sensitivity  to  penicillin.  If 
hypersensitivity  reactions  occur,  the  drug  should  be  discontinued. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  administration  of  oral  penicillin  than  with  intramuscu- 
lar forms,  skin  rash,  symptoms  resembling  those  of  serum  sickness,  or 
other  manifestations  of  penicillin  allergy  may  occur.  When  penicillin  is 
administered,  measures  for  treating  anaphylaxis  should  be  readily 
available.  Those  include  epinephrine,  oxygen,  and  pressor  drugs  for 
relief  of  immediate  allergic  manifestations  as  well  as  antihistamines 
and  corticosteroids  for  delayed  effects. 

The  use  of  antimicrobial  agents  may  be  associated  with  the  over- 
growth of  antibiotic-resistant  organisms;  in  such  a case,  antibiotic  od- 
ministration  should  be  stopped  and  appropriate  measures  taken. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin 
K,  Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units) 
three  times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  in- 
fants, the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
into  three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bacte- 
remia may  be  treated  with  200,000  to  400,000  units  three  times  a day. 
Therapy  should  be  continued  for  a minimum  of  ten  days  to  prevent  de- 
velopment of  rheumatic  fever  and/or  other  serious  complications.  Dos- 
age for  routine  streptococcus  prophylaxis  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units  once 
or  twice  daily.  When  such  patients  undergo  tonsillectomy,  tooth  extrac- 
tion, or  other  minor  surgery,  the  prophylactic  dose  should  be  500,000  | 
units  every  six  hours  given  two  days  prior  to  surgery  and  for  two  days  | 
postoperatively.  If  oral  medication  is  not  feasible  on  the  day  of  sur- 1 
gery,  parenteral  therapy  should  be  considered.  Mild  to  moderately  ■ 
severe  pneumococcus  pneumonia  has  been  treated  effectively  with  | 
250  mg.  every  six  hours.  | 

In  staphylococcus  infections,  400,000  units  or  more  should  be  given  j 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- ' 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  six  hours  for ' 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours  for 
six  doses  are  recommended.  Patients  with  a suspected  lesion  of  syphilis  ; 
should  have  a dark-field  examination  before  receiving  penicillin  and  ’ 
monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  in  , 
bottles  of  50  and  100;  250  mg.  (400,000  units),  and  500  mg.  (800,000  I 
units)  in  bottles  of  24  and  1 00.  j 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units)  per  i 
5 cc.  of  solution,  in  40,  80,  and  1 50-cc. -size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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TWo  ways  to  ^Ive  your  patients  a 
nioiithls  therapeutie  supply  of  vitamin  C 


118  grapefruit  or  30  Allbee*  with  V 


Your  patient  would  have  to  eat  118  medium-sized  grapefruit 
(almost  4 a day!)  to  get  as  much  vitamin  C as  is  provided 
in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  cap- 
sule daily).  In  addition,  each  capsule  supplies  full  therapeutic 
amounts  of  the  B-complex  vitamins. 

Your  patients  can  purchase  Allbee  with  C capsules  in  the 
convenient  bottle  of  thirty— a month’s  supply  at  a very  reason- 
able price.  Also  the  economy  size  of  100.  Available  at  phar- 
macies everywhere  on  your  prescription  or  recommendation. 

/I'H'DOBINS 

A.  H.  Robins  Company,  Richmond,  Virginia 


Each  capsule  contains 
Thiamine  Mononitrate 
{Vitamin  Bi)  (15  M 0 R ) 15  mg 
Riboflavin  (Vitamin  B;}  (8  M D R ) 10  mg. 
Pyridomne  HCI  (Vitamin  Bt)  5 mg 

Nicotinamide  (Niacinamiile)(5  M 0 R ) 50  mg 
Calcium  Pantothenate  10  mg. 

Ascorbic  Acid  (Vitamin  C)  (10  M D R.)300  mg 


• • 


each  tablet,  capsule  or  5 cc.of  each 
elixir  (23%  alcohol)  Extentab® 

hyoscyamine  sulfate  0.1037  mg.  0.3111  mg. 

atropine  sulfate  0.0194  mg.  0.0682  mg. 

hyaocine  hydrobromide  0.0066  mg.  0.0196  mg. 

phenobarbital  (%  gr.)  16.2  mg.  ( % gr.)  48.6  mg. 

(Warning:  may  be  habit  forming) 


A.  H.  ROBINS  COMPANY.  RICHMOND,  VIRGINIA  23220 


Brief  summary.  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

Hfstime 
to  tine. 

Tuberculin, 
Tine  ^^Test 


(Rosenthal) 


Lederle 

Available  in  5’s  and  25's. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

■IM-G  ‘lO'lOR 
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when  congestion  is  complicated  by  sulfa-susceptible 

bacterial  invaders  in  the 
upper  respiratory  tract... 


prescribe  economical 


TdsiiolifiimiiiDDiik* 


Each  tablet  contains:  Triaminic®  25  mg.  (phenylpropanola- 
mine hydrochloride  12.5  mg.,  pheniramine  maleate  6.25 
mg.,  pyrilamine  maleate  6.25  mg.);  Trisulfapyrimidines, 
U.S.P.  0.5  Gm.  (sulfadiazine  0.167  Gm.,  sulfamerazine  0.167 
Gm.,  sulfamethazine  0.167  Gm.) 


PHARMACOLOGY;  Triaminic  decongests  and 
promotes  drainage  of  nasal  and  paranasal 
passages,  and  prevents  any  further  hista- 
mine-induced damage;  the  triple  sulfona- 
mides inhibit  susceptible  bacterial  invaders. 
INDICATIONS:  For  congestion  and  infection 
of  the  upper  respiratory  tract  caused  by 
sulfa-susceptible  organisms.  DOSAGE:  Adults: 
2 to  4 tablets  initially,  followed  by  2 tablets 
every  6 hours.  Medication  should  be  con- 
tinued until  patient  has  been  afebrile  for  3 
days.  ADVANTAGES:  The  advantages  of  Tri- 
sulfaminic  in  upper  respiratory  infections 
are:  freedom  from  narcotics  or  alcohol;  ther- 
apeutic reliability;  safety;  economy;  ease 
of  administration;  freedom  from  potential 
sensitization  to  broad-spectrum  antibiotics 
which  may  be  reserved  for  lower  respiratory 
or  other  infections  caused  by  susceptible  or- 
ganisms. CONTRAINDICATIONS;  Contraindi- 
cated in  sulfonamide  and  antihistamine  sen- 
sitivity, impaired  renal  function,  pregnancy 
approaching  term,  and  in  premature  infants 
and  newborn  infants  during  the  first  month 
of  life.  Do  not  use  in  patients  with  glaucoma, 
prostatic  hypertrophy,  stenosing  peptic  ul- 
cer, pyloroduodenal  or  bladder  neck  obstruc- 


tion. WARNING:  Use  only  after  careful  evalu- 
ation in  patients  with  liver  or  renal  damage, 
urinary  obstruction,  or  blood  dyscrasias. 
Deaths  have  been  reported  from  hypersensi- 
tivity reactions  with  administration  of  sul- 
fonamides. In  intermittent  or  prolonged 
therapy,  blood  counts  and  liver  and  kidney 
function  tests  should  be  performed  periodi- 
cally. Sulfonamide  therapy  may  potentiate 
the  hypoglycemic  action  of  sulfonylureas. 
PRECAUTIONS:  Use  with  caution  in  patients 
with  histories  of  significant  allergy  or  asth- 
ma. Assure  an  adequate  fluid  intake.  Be- 
cause the  antihistamines  may  cause  drowsi- 
ness of  varying  degree,  warn  patients  about 
activities  requiring  alertness  such  as  driving 
a car  or  operating  dangerous  machinery.  Use 
with  caution  in  the  presence  of  hyperten- 
sion, hyperthyroidism,  cardiovasculardisease 
and  diabetes.  ADVERSE  REACTIONS:  As  in 
all  sulfonamide  therapy,  the  following  re- 
actions may  occur;  headache,  nausea,  vom- 
iting, diarrhea,  icterus,  hepatitis,  pancreati- 
tis, urticaria,  rash,  fever,  cyanosis,  hema- 
turia, crystalluria,  proteinuria,  blood  dyscra- 
sias, petechiae,  purpura,  neuropathy  and 
injection  of  the  conjunctiva  and  sclera.  If 


one  or  more  of  these  reactions  occur,  the 
drug  should  be  discontinued.  With  antihis- 
taminic  therapy  there  have  been  reports  of 
sedation  varying  from  mild  drowsiness  to 
deep  sleep,  dizziness,  lassitude,  inability  to 
concentrate,  fatigue,  incoordination,  tin- 
nitus, blurred  vision,  diplopia,  euphoria,  ner- 
vousness, insomnia,  tremors,  palpitation, 
hypotension,  headache,  chest  tightness,  uri- 
nary frequency,  dysuria,  tingling  of  the 
hands,  dryness  of  the  mouth,  throat,  and 
nose,  gastrointestinal  disturbances  such  as 
epigastric  distress,  anorexia,  nausea,  vom- 
iting, constipation  and  diarrhea  and  very 
rarely,  leukopenia  and  agranulocytosis.  Ad- 
verse reactions  reported  with  the  use  of 
sympathomimetic  amines  include  anxiety, 
tension,  restlessness,  nervousness,  tremor, 
weakness,  insomnia,  headache,  palpitation, 
tachycardia,  angina,  elevation  of  blood  pres- 
sure, sweating,  mydriasis,  anorexia,  nausea, 
vomiting,  dizziness,  constipation,  and  dys- 
uria due  to  vesicle  sphincter  spasm.  PACK- 
AGE INFORMATION:  Trisulfaminic  Tablets: 
Supplied  in  bottles  of  100  tablets.  CAUTION; 
Federal  law  prohibits  dispen-sing  without 
prescription. 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  AJIIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
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1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
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tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 
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GROWING  UP 


As  Arizona  and  The  Arizona  Medical  Assoc- 
iation, Inc.,  has  grown  and  developed,  it  has  also 
acquired  not  only  maturity  but  increasing  respon- 
sibility. 

We  have  just  celebrated  our  75th  medical 
anniversary,  and  the  once  dreamed  of  Arizona 
College  of  Medicine  opens  its  doors  to  the  first 
class  of  physicians  to  be  educated  in  this  State. 

With  the  education  of  embryo  physicians,  it 
becomes  incumbent  upon  the  physicians  resident 
in  Arizona  to  provide  not  only  a medical  atmo- 
sphere, but  to  aid  and  assist  in  procuring  those 
physical  items  essential  to  the  basic  training  of 
Medicine. 

One  of  the  essential  items  required  for  this 
basic  education  consists  of  anatomical  specimens. 
For  this  purpose,  an  Anatomy  Board  was  con- 
ceived and  implemented  by  the  Arizona  Medical 
Association.  Its  recommendations  were  drafted 
into  legislation.  This  legislation  is  essential  to 
the  operation  of  a College  of  Medicine  in  the 
State  of  Arizona. 

It  is  imperative  that  each  and  every  individual 
physician  in  Aiizona  be  cognizant  of  this  legis- 
lation. For  your  information,  an  explanation  of 
this  legislation  is  included  on  page  237  of  this 
issue  of  ARIZONA  MEDICINE. 

Our  young  physicians  need  your  help. 

Roland  F.  Schoen,  M.D. 

Editor 
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‘'George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now,  Doctor,  instead  of  seven  o’clock^’ 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTir  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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ArMA  REPORTS 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  8,  1967, 
in  the  Convention  Center  of  the  Safari  Hotel,  4611  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  10:25 
a.m.,  William  G.  Payne,  M.D.,  Chairman,  presiding. 

Roll  Call 

PRESENT:  Drs.  Raker,  Earl  J.;  Dexter,  Richard  L.; 
Dysterheft,  Arnold  H.,  President-Elect;  Fife,  Ray;  Hen- 
derson, Charles  E.,  Secretary;  Jarrett,  Paul  R.,  President; 
Kohl,  Jr.,  Harold  W.;  McDaniel,  W.  Shaw;  May,  Deraid 
G.;  Melick,  Dermont  W.;  Payne,  William  G.,  Chairman; 
Steen,  William  R.;  Wagner,  Albert  J.;  Wood,  MacDonald. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Sec- 
retary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS:  Drs.  Spendlove,  George  A.,  Commissioner, 
Arizona  State  Department  of  Health;  Williams,  Marguer- 
ite S. 

EXCUSED:  Drs.  Brooks,  Jack  E.;  Frissell,  Ben  P.; 
Landeen,  Fred  H. 

Minutes 

Approved  Minutes  of  the  Professional  Committee 
meeting  held  July  24,  1966. 

Community  Council  of  Phoenix 

Dr.  Payne  reports  that  he  has  yet  to  find  a member 
who  will  serve  on  the  Community  Council  of  Phoenix 
as  a representative  of  this  Association.  It  is  the  hope  that 
such  individual  will  also  serve  as  a member  of  the  Sub- 
committee on  Aging  and  General  Medicine. 

Poison  Control  Subcommittee 

Reactivated  a Subcommittee  on  Poison  Control  of  the 
Professional  Committee. 

Podiatry  — Hospital  Privileges 

Board  of  Directors  accepts  recommendation  of  the 
Professional  Committee  that  Podiatrists  be  excluded  from 
hospitals;  that  any  work  that  is  needed  for  hospitaHzation 
should  be  done  by  a Doctor  of  Medicine  (Orthopedic 
Surgeon,  General  Surgeon  or  whoever  is  capable  of 
doing  it);  and  that  Podiatrists  should  be  limited  to  work- 
ing in  their  offices,  not  in  hospitals. 

K.  S.  Garvin,  D.S.C.,  President  of  the  Arizona  Podia- 
try Association,  seeks  liaison  between  the  two  organ- 
izations. Dr.  Payne  reports  that  he  has  been  in  com- 
munication with  Dr.  Garvin  on  several  occasions.  The 
APA  wishes  to  activate  a liaison  committee  for  the 
purpose  of  conferring  further  with  the  Professional  Com- 
mittee of  this  Association.  Discussion  ensued  regarding 
responsibility  for  the  patient  in  the  hospital  and  attend- 
ant liability.  Dr.  Payne  anticipates  further  discussion  at 
the  request  of  APA. 

Relationship  Between  M.D/s  and  D.O/s 

Board  of  Directors,  in  meeting  held  November  20, 
1966,  determined  to  withdraw  its  1964  position  that 
“voluntary  professional  association  with  Doctors  of 
Osteopathy  is  unethical”  in  so  far  as  the  Association  is 
concerned  because  of  the  fact  that  the  situation  in 
Arizona  is  so  diverse  that  this  whole  problem  should  be 
handled  at  the  county  level,  the  county  medical  societies 
being  authorized  to  solve  this  problem  in  the  best 
manner  in  their  respective  counties. 

Submitted  for  review,  contained  on  printed  stationery 
of  the  Mesa  General  Hospital  (Osteopathic),  presumably 


circulated  among  lay  persons  and/or  patients  of  osteo- 
patlis,  was  a presentation  attempting  to  explain  the 
difference,  in  its  opinion,  of  the  art  and  science  of 
medicine  as  practiced  by  the  Doctor  of  Medicine  and 
the  Doctor  of  Osteopathy. 

Determined  to  recommend  to  the  Board  of  Directors 
that  it  reiterate  the  stand  of  Arizona  Medicine  tliat  it 
would  welcome  discussion  with  the  osteopathic  phy- 
sicians (of  Arizona)  on  the  basis  of  amalgamation  into 
one  healing  art  based  on  the  accepted  tenets  of  scientific 
medicine. 

Subcommittee  Reports 

Aging  and  General  Medicine 

UNITED  BIOLOGIC  CORPORATION 

Dr.  Spendlove  reported  results  of  his  fvu'ther  investiga- 
tion of  the  United  Biologic  Corporation  facility  in  Phoe- 
nix, Stanford  F.  Farnsworth,  M.D.,  Director  of  the 
Maricopa  County  Health  Department,  having  accom- 
panied him.  The  downtown  blood  collecting  station  has 
twenty  beds  with  nurses  and  a laboratory  technician. 
During  the  visitation  it  was  observed  that  the  latter 
individual  drew  the  blood  from  the  donor,  who  is  paid 
five  dollars  a pint,  the  plasma  is  removed  and  the  cells 
are  returned  to  the  patient.  Considerable  discussion 
ensued. 

Communication  presented  and  read,  received  from 
John  B.  Alsever,  M.D.,  Medical  Director  of  Blood  Serv- 
ices, dated  August  9,  1966,  relating  to  the  operation  of 
the  plasmapheresis  center  operated  by  UBC  of  San 
Francisco  at  125  West  Adams  Street,  Phoenix.  Robert 
Raymond  is  president  of  the  company,  and  his  brother, 
Nicholas,  is  local  manager  of  the  “Blood  Bank  Center  and 
Plasma  Service.”  The  corporation  operates  in  San  Fran- 
cisco, California,  and  Philadelphia,  Pennsylvania,  and  it 
is  under  contract  with  Cutter  Laboratories  for  the 
plasma  which  they  produce  under  this  program.  With  the 
acute  shortage  of  blood  derivatives  such  as  serum 
albumin,  immune  serum  globulin  and  fibrinogen,  during 
the  past  year  the  commercial  suppliers  have  been  open- 
ing new  blood  centers  for  the  plasmapheresis  program  in 
cities  all  over  the  country.  The  biologic  houses  con- 
cerned with  the  manufacture  of  these  products,  namely: 
Cutter  Laboratories,  Hyland  Laboratories,  Courtland 
Laboratories  (all  on  the  West  Coast)  and  Merck,  Shaq? 
& Dohme  in  the  East,  all  employ  high  and  acceptable 
standards  of  operation  in  the  centers  which  they  per- 
sonally operate.  Their  ability  to  control  subsidiary  oper- 
ators on  contract  appears  to  leave  a great  deal  to  be 
desired.  There  is  no  evidence  yet  that  UBC  does  not 
intend  to  faithfully  follow  such  standards.  In  addition 
to  the  Phoenix  center,  this  coqDoration  operates  similar 
programs  in  Houston,  San  Antonio  and  El  Paso.  It  is 
understood  an  additional  service  will  probably  be  opened 
in  Albuquerque.  It  is  indicated  that  a panel  of  approx- 
imately eight  hundred  donors  will  be  rotated  on  and 
off,  the  blood  leaves  the  area,  the  primary  interest  being 
to  produce  plasma  for  profit.  UBC  is  licensed  to  collect 
blood  by  the  U.S.  Public  Health  Service. 

Robert  E.  Nenad,  M.D.,  (Phoenix),  by  letter  dated 
August  12,  1966,  advised  that,  since  .August  1,  1966,  he 
has  been  associated  with  the  local  laboiator\',  will  make 
weekly  personal  checks,  and  will  be  a\ailable  for  any 
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professional  advice  that  may  be  necessary.  Robert  Ander- 
son, M.D.,  a Pathologist,  will  be  visiting  the  laboratory 
on  approximately  a bi-monthly  basis;  he  is  associated 
with  the  University  of  New  Mexico  Medical  School. 

REPORTS  ACCEPTED  AS  A MATTER  OF  IN- 
FORMATION. 

NATIONAL  DIABETES  WEEK 

Dr.  Kohl  stated  that,  as  determined  by  the  Profes- 
sional Committee  at  its  last  meeting  to  do  “something 
for  Diabetes  Week,”  a pilot  program,  something  that 
never  before  had  been  attempted  by  a medical  society 
on  a statewide  basis,  was  undertaken.  The  American 
Diabetes  Association  did  not  participate  because  of  the 
“donation”  factor,  wishing  not  to  be  identified  with  the 
program  under  this  circumstance.  Dextrostix  was  chosen 
to  be  used,  certainly  better  than  urine  tests  for  diabetes 
detection,  the  less  expensive  method  for  mass  screening, 
though  this  brought  about  a great  deal  of  furor  from 
among  certain  of  the  membership.  Five  counties  refused 
to  participate  or  couldn’t  participate  because  of  the 
short-time  interval.  They  are  Apache,  Navajo,  Coconino, 
Mohave  and  Craham.  The  remaining  nine  counties  did 
participate  to  one  degree  or  another.  Detection  centers 
were  established  during  National  Diabetes  Week  in  the 
most  heavily  populated  areas  of  the  participating  coun- 
ties, staffed  by  volunteer  Registered  Nurses  and  volun- 
teer Medical  Technologists.  It  was  planned  that  each 
center  would  have  in  attendance  a Doctor  of  Medicine, 
a Society  member,  at  all  times.  Seventeen  centers  were 
set  up  throughout  the  nine  counties.  A total  of  16,915 
tests  were  undertaken,  14,234  were  reported  “negative” 
and  2,591  reported  “positive.”  Each  of  the  positive 
testees  was  referred  to  his  or  her  family  physician,  and 
a final  report  on  follow-up  currently  being  undertaken 
will  be  submitted  in  due  course.  A donation  of  fifty 
cents  per  person  was  asked,  but  it  was  made  perfectly 
clear  that  people  who  could  not  donate  fifty  cents  would 
be  tested.  A total  of  $4,970.24  was  collected.  Expenses 
totalled  $6,216.52,  resulting  in  a deficit  of  $1,246.28. 
Southwestern  Surgical  Supply  was  low  bidder  on  the 
supplies. 

Marguerite  S.  Williams,  M.D.,  Chairman  of  the  Dia- 
betes Section,  reported  in  detail  the  planning  entailed 
and  operation  of  the  Diabetes  Detection  Drive.  It  was 
suggested  that  an  article  be  inserted  in  ARIZONA 
MEDICINE  urging  the  doctors  to  cooperate  in  the 
follow-up  testing.  It  was  mentioned  that  a scientific 
exhibit  will  be  included  at  the  Annual  Meeting  of  the 
Association  showing  what  has  been  accomplished  and 
what  needs  to  be  done.  It  was  suggested  that  a similar 
Diabetes  Detection  Drive  be  conducted  this  year  as  a 
self-supporting  project.  The  Committee  was  very  highly 
commended  for  considering  and  conducting  this  project 
November  last. 

Special  commendation  was  given  Dr.  Williams  for 
her  untiring  efforts  in  the  conduct  of  this  program 
together  with  all  those  participating,  including  the 
nurses,  technicians,  representatives  of  the  Ames  Com- 
pany and  The  Upjohn  Company,  and  especially  to  the 
doctors’  wives  of  the  Woman’s  Auxiliary  who  contributed 
so  much  to  the  success  of  the  project.  Letters  of  appre- 
ciation have  been  forwarded. 

It  was  regularly  mov'ed  and  unanimously  carried  that 
deficit  of  $1,246.28  be  supplied  out  of  the  Professional 


Committee’s  budget;  and  that,  if  this  amount  of  money 
is  not  available  out  of  such  budget,  the  Committee 
recommend  to  the  Board  of  Directors  that  the  deficit 
be  provided  by  the  Association. 

It  was  determined  to  authorize  Dr.  Kohl  to  proceed 
with  preliminary  planning  for  a second  Diabetes  Detec- 
tion Drive  to  culminate  during  the  next  National  Dia- 
betes Week  (1967). 

MEMBERSHIP 

Dr.  Kohl  reported  the  following  appointments:  John 
B.  Alsever,  M.D.,  (Scottsdale)  — Section  on  Blood  and 
Blood  Banking;  James  J.  Blute,  Jr.,  M.D.,  (Tucson)  — 
Section  on  Rheumatic  Fever  and  Heart  Disease;  John 
P.  Heileman,  M.D.,  (Phoenix)  — Section  on  Cancer; 
John  P.  Holbrook,  M.D.,  (Tucson)  — Section  on  Arth- 
ritis; Fred  PI.  Landeen,  M.D.,  (Tucson)  — Section  on 
Aging;  Clarence  L.  Robbins,  M.D.,  (Tucson)  — Section 
on  Nursing  Homes;  George  A.  Spendlove,  M.D.,  (Phoe- 
nix) — Commissioner,  Arizona  State  Department  of 
Health;  Karl  E.  Voldeng,  M.D.,  (Phoeni.x)  — Section  on 
Alcoholism;  and  Marguerite  S.  Williams,  M.D.,  (Sedona) 
— Section  on  Diabetes. 

Allied  Medical  Groups 

CPIAIRMAN 

Dr.  Payne  reported  that  he  hoped  to  be  in  position 
to  designate  shortly  the  Chairman  of  this  Subcommittee. 

CHIROPRACTIC 

Reviewed  was  the  content  of  a recent  issue  of  the 
CHIROPRACTIC  JOURNAL.  Dr.  Payne  made  refer- 
ence to  a recent  meeting  held  in  Chicago,  sponsored 
by  the  American  Medical  Association,  dealing  with 
“Quackery.”  Chiropractic  was  given  special  attention, 
and,  through  an  educational  program,  the  public  is 
being  enlightened  with  regard  to  this  cult  practice. 
Disapproval  was  expressed  in  the  matter  of  local  tele- 
vision chiropractic  advertising.  Numerous  pamphlets 
have  been  prepared  by  AMA  and  are  available  in  bulk 
for  distribution.  It  was  suggested  that  the  next  NEWS- 
LETTER of  ArMA  include  a note  as  to  their  avail- 
ability, enclosing  a sample  of  a most  recent  one,  sug- 
gesting that  the  membership  obtain  a supply  through 
the  Central  Office  for  distribution  in  their  waiting  rooms. 

A pamphlet  being  distributed  by  a Tucson  Chiro- 
practor was  circulated  among  the  membership  for  re- 
view. It  featured  “Free  Spinal  X-Rays  and  Examina- 
tions.” 

EMERGENCY  MEDICATION  KITS 

Regulation  XIV,  adopted  by  the  Arizona  State  Board 
of  Pharmacy,  December  28,  1966,  provides  for  “Emer- 
gency Medical  Kits”  for  e.xtended  care  facilities  and 
nursing  homes,  the  latter  meeting  the  same  standards 
as  determined  by  the  Arizona  State  Department  of 
Health.  While  this  Professional  Committee  has  long 
sought  similar  provision  for  nursing  homes  and  first  aid 
stations  in  industry,  the  Medicare  Program  require- 
ments has  brought  to  fruition  this  desirable  result. 
Emergency  Medications  is  defined  as  those  drugs,  the 
prompt  use  and  immediate  availability  of  which  are 
generally  regarded  by  physicians  as  essential  in  the 
proper  treatment  of  sudden  and  unforeseen  adverse 
changes  in  the  patient’s  condition,  which  changes 
threaten  the  patient’s  hfe  or  well-being.  The  regulation 
sets  forth  records  which  must  be  maintained,  acquisition 
and  storage  of  medications  and  a listing  of  quantities 
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of  suggested  drugs.  Narcotics  are  not  included. 

Athletic  Medicine 

MEMBERSHIP 

Dr.  Dexter  reported  that,  in  addition  to  himself,  he 
has  three  other  members  committed  to  serve  on  his 
committee:  Thomas  P.  K.  Lim,  M.D.,  (Tucson);  Roland 
V.  Murphy,  M.D.,  (Tucson);  and  a Dr.  Hudson  as  ex 
officio,  serving  public  health  in  Pima  County,  who  is 
not  currently  a member  of  the  Association.  It  is  the 
Chairman’s  feeling  that  this  Subcommittee  should  be 
made  up  of  physicians  who  are  interested  in  athletic 
medicine  and  who  possibly  have  had  experience  as 
team  physicians;  further,  question  was  raised  as  to 
whether  such  committee  should  include  paramedical 
personnel,  thinking  in  terms  of  capable  Ph.D.’s  in 
physical  education  serving  our  educational  institutions, 
especially  on  the  university  level.  It  is  anticipated  the 
committee  will  also  be  involved  in  the  physical  (cardiac) 
fitness  program  of  the  Southern  Arizona  Heart  Associa- 
tion. Dentists  might  also  be  considered.  Whether  the 
existence  and  activity  of  this  committee  should  be 
publicized  in  the  interest  of  making  available  physicians 
to  cover  athletic  events  should  be  considered.  Ultimately, 
a code  of  examination  for  athletes  might  be  developed  as 
a service  to  the  educational  system  of  this  State. 

It  was  determined  that  paramedical  personnel  be 
included  in  the  membership  of  this  Subcommittee. 

PHYSICAL  EXAMINATIONS 
Bernard  W.  Simons,  Jr.,  M.D.,  Chairman  of  the  Sports 
Medicine  Committee,  Pima  County  Medical  Society, 
reports  violations  by  both  the  athletic  staffs  and  phy- 
sicians handling  injuries,  calling  attention  to  the  im- 
portance of  good,  pre-season  physical  examinations  for 
athletes.  A copy  of  letter  circulated  among  the  high 
school  principals  in  the  Tucson  area  for  the  attention 
of  coaches,  and  the  Arizona  Interscholastic  Association 
relating  to  performance  of  physical  examinations  was 
reviewed,  as  was  also  the  Chairman’s  response. 

Disaster  Medicine 

IMMUNIZATION  SYMPOSIUM 
Confirmed  partial  payment  of  expenses  of  the  Chair- 
man covering  attendance  at  the  AMA  Symposium  on 
Immunization  conducted  by  the  Council  on  Environ- 
mental and  Public  Health  held  in  Atlanta,  Georgia, 
October  17,  1966,  in  the  sum  of  $103.23. 

IMMUNIZATION  PROGRAM 
Dr.  Baker  reported  on  the  flood  disaster  which  oc- 
curred in  December  of  1965.  A disaster  hospital  was 
moved  below  the  Salt  River  bed  the  night  of  the  flood 
just  prior  to  the  collapse  of  the  main  bridge,  there 
being  no  hospital  east  of  the  bridge  in  the  South  Phoenix 
area.  Communication  through  radio  contributed  im- 
measurably to  the  effectiveness  of  the  emergency  assist- 
ance project  employed.  He  also  commented  on  the 
national  regional  meeting  held  in  San  Francisco,  spon- 
sored by  AMA,  which  he  attended  February  last 
especially  relating  to  immunization.  In  this  latter  area, 
comment  was  made  to  the  exhibit  presented  diuing  the 
last  annual  meeting  of  this  Association. 

About  two  and  one-half  years  ago,  attention  was  di- 
rected to  the  conduct  of  an  immunization  program  for 
the  State  of  Arizona  primarily  for  the  adult  population 
encompassing  smallpox,  diphtheria  and  tetanus  always 


prevalent  in  any  bacteriological  warfare.  As  a disaster 
measure,  a committee  was  organized  and  a statewide 
program  developed  with  the  full  cooperation  of  all 
interested  groups.  Following  was  the  meeting  in  Georgia 
at  the  Gommunicable  Disease  Center  in  Atlanta.  A major 
breakthrough  has  occurred  in  the  past  few  years  with 
the  development  of  a vaccine  effective  in  the  prevention 
of  measles.  Measles  immunization  is  considered  of  first 
importance  as  a Federal  project  by  USPHS.  Adult  im- 
munization in  the  fields  of  smallpox,  diphtheria  and 
tetanus  has  the  full  backing  of  AMA,  the  American 
College  of  Surgeons  and  other  various  specialty  groups 
with  initial  support  of  the  Maricopa  County  Medical 
Society.  Pima  County  Medical  Society  is  currently  con- 
sidering the  project,  and  it  is  the  hope  its  support  will 
be  forthcoming.  The  Arizona  State  Department  of  Health 
and  the  Departments  of  Health  in  Maricopa  and  Pima 
Counties  have  indicated  support.  A research  project  has 
been  undertaken  on  a statewide  basis  anticipated  to  be 
complete  February  first  next.  The  Communicable  Dis- 
ease Center  has  furnished  manpower  and  funds  for  the 
undertaking.  With  completion  of  the  first  stage  of  the 
project,  it  would  appear  that  a vaccination  program 
is  indicated,  particularly  in  the  field  of  measles.  An 
immunization  record  card  has  been  developed  of  pocket 
size  through  the  Arizona  State  Department  of  Health, 
and  it  is  the  hope  it  will  be  carried  in  the  pockets  of 
all  within  a year.  To  this  end,  cooperation  of  the 
physicians  will  be  essential,  and  an  educational  program 
will  be  conducted  in  February  and  March.  Likewise, 
the  support  of  the  Arizona  Medical  Association  is 
essential. 

The  Arizona  Pharmaceutical  Association  has  suggested 
co-sponsoring  a mass  measles  vaccination  program. 

James  E.  Bowes,  M.D.,  representing  the  Pitman-Moore 
organization  (Division  of  Dow  Chemical  Company),  of- 
fers its  assistance  in  the  conduct  of  a measles  immuniza- 
tion program  for  Arizona. 

Determined  to  recommend  to  the  Board  of  Directors 
that  it  approve  and  support  a statewide  adult  smallpox, 
diphtheria  and  tetanus  immunization  program  to  include 
measles,  and  that  the  Professional  Committee  continue 
its  suj)port  of  this  endeavor. 

Industrial  Health 

OCCUPATIONAL  DISEASES  & DISABILITY 

The  Board  of  Directors,  in  meeting  held  November 
20,  1966,  directed  its  Industrial  Relations  Committee 
and  the  Industrial  Health  Subcommittee  of  the  Profes- 
sional Committee  study  the  present  Workmen’s  Compen- 
sation and  Occupational  Diseases  laws,  their  interpreta- 
tion by  the  Courts,  and  the  administration  of  these  laws 
by  the  Industrial  Commission  of  Arizona  on  the  medical 
care  of  the  industrially  sick  and  injured,  and  make 
recommendations,  with  the  eventual  idea  of  requesting  a 
joint  meeting  with  the  Industrial  Commission  to  pursue 
the  subject. 

MENTAL  RETARDATION 

Dr.  Fife  reports  information  received  from  Dr.  David 
Wayne  Smith,  Professor  of  Education  and  Director, 
Rehabilitation  Center,  University  of  Arizona,  regarding 
a program  for  which  Federal  funds  will  be  requested  for 
mental  retardation  for  training  health  personnel  in  the 
rural  Arizona  communities.  He  seeks  the  approval  of  this 
Association.  The  grant  would  be  to  the  University  of 
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Arizona  under  the  directorship  of  Dr.  Smith  with  an 
assistant,  Dr.  Richard  A.  Koch,  Mental  Retardation 
Specialist.  Funds  would  be  available  over  a period  of 
five  years,  the  initial  grant  to  be  for  $25,000  available 
in  January  of  this  year.  The  money  would  be  used  pri- 
marily for  salaries,  including  Dr.  Koch,  a graduate 
assistant  and  secretarial  help.  The  first  year  would  be 
devoted  to  planning  a training  program  for  health 
personnel  in  the  rural  communities  and  assist  them  in 
the  identification  and  management  of  mentally  retarded. 
This  would  include  developing  a profile  of  the  educa- 
tional needs  of  the  mentally  retarded  which  could  de- 
termine the  positive  type  of  educational  programming 
that  would  be  most  adequate.  Subsequent  requests  for 
continuing  grants  would  be  used  to  set  up  short-term 
credit  and  non-credit  courses,  lecture  series,  seminars, 
institutes,  etc.,  as  well  as  graduate  degree  programs 
specifically  for  health  personnel  working  with  the  ment- 
ally retarded  in  rural  communities.  Preliminary  studies 
and  information  received  from  the  Public  Health  Depart- 
ment indicate  that  such  studies  and  such  services  are 
lacking  in  Arizona. 

Additional  objectives  that  would  develop  would  be 
to  determine  what  items  of  treatment  and  education 
could  be  carried  out  on  the  local  level  and  what  services 
could  be  made  available  in  centers  of  Phoenix  and 
Tucson  for  rural  communities  in  retarded  care.  Support 
would  be  solicited  from  local  and  state  agencies  to 
develop  cooperation  that  would  be  needed  to  permit 
health  educational  opportunities.  The  methods  proposed 
through  utilization  of  a questionnaire  would  be  to  have 
teams  make  community  visits  to  become  acquainted  with 
administrative  studies  in  subsequent  years  setting  work- 
shops and  short-term  courses  to  the  extent  of  the  project 
budget  to  fulfill  the  needs.  The  project  has  the  approval 
of  the  Subcommittee. 

Determined  to  recommend  to  the  Board  of  Directors 
approval  of  the  proposed  mental  retardation  program 
for  training  health  personnel  in  rural  Arizona  communi- 
ties through  the  Rehabilitation  Center  of  the  University 
of  Arizona,  utilizing  Federal  funds  available,  and  recom- 
mending component  society  cooperation  when  requested. 

REHABILITATION 

Presented  and  read  was  report  of  Carl  B.  Bjorklund, 
M.D.,  (Phoenix)  following  attendance  at  the  Rehabilita- 
tion Conference  sponsored  by  the  American  Medical 
Association  held  in  Chicago,  September  8 and  9,  1966. 
It  was  attended  by  one  physician  from  each  state,  terri- 
tory and  possession.  The  purpose  of  the  meeting  was 
to  exchange  ideas  between  the  AMA  and  the  Federal 
authorities  for  the  implementation  of  a vast  rehabilita- 
tion program  in  our  Nation  in  accordance  with  the  law 
of  the  land.  He  was  commended  for  his  attendance  and 
suggestions  offered.  REPORT  ACCEPTED. 

Medical  Education 

MEDICAL  TELEVISION  PROCRAM 

Dr.  Melick  reported  on  the  medical  education  tele- 
vision program,  the  Board  of  Directors  having  previously 
authorized  an  expenditure  of  $2,500  therefor.  A poll  of 
the  membership  of  this  Committee  reflects  favorable 
comment  and  recommendation  for  its  continuation. 
Next  week  the  Subcommittee  on  Medical  Education  will 
meet  primarily  to  discuss  the  Millis  Report  with  regard 


to  the  future  of  medical  education.  It  is  the  request  of 
AMA  that  this  report  be  reviewed  by  the  constituent 
state  medical  associations  through  their  special  com- 
mittees, have  those  committees  submit  a report  to  the 
respective  associations  and  the  actions  of  the  latter 
bodies  transmitted  to  the  parent  organization  for  its 
information.  It  was  reported  that  John  R.  Green,  M.D., 
(Phoenix)  has  been  appointed  and  accepted  membership 
on  this  Subcommittee. 

U OF  A COLLEGE  OF  MEDICINE 

Dr.  Melick  reported  that  Dean  Merlin  K.  DuVal,  Jr., 
M.D.,  anticipates  registering  the  first  class  at  the  Uni- 
versity of  Arizona  College  of  Medicine  September  next. 
Acceptance  of  applicants  is  based  upon  grades  obtained 
and  the  result  of  the  medical  aptitude  test.  Priorities 
have  been  established  to  the  extent  that:  first,  students 
must  be  residents  of  the  State  of  Arizona,  no  matter 
what  school  they  come  from;  second,  students  from 
those  states  participating  in  the  compact  under  the 
Western  Interstate  Commission  for  Higher  Education; 
and  third,  all  others. 

NURSING  SURVEY 

Funds  now  being  available  to  which  this  Association 
has  contributed,  with  the  appointment  of  a director, 
the  nursing  survey  should  be  getting  under  way. 
Medicine  & Religion 

MEMBERSHIP 

Dr.  Wagner  reported  the  following  appointments  to 
his  Subcommittee:  Martin  L.  List,  M.D.  (R),  of  Phoenix, 
Vice  Chairman;  Deraid  G.  May,  M.D.  (P),  of  Phoenix; 
Robert  I.  Cutts,  M.D.  (P),  of  Tucson;  and  Raymond  E. 
Hammer,  M.D.  (GP),  of  Kingman.  All  have  accepted. 

ACTIVITIES 

Consultation  with  Merlin  K.  DuVal,  Jr.,  M.D.,  Dean 
of  the  University  of  Arizona  College  of  Medicine,  regard- 
ing plans  for  an  all-day  seminar  to  be  held  at  the  medical 
school  within  one  year  following  opening  thereof  has 
been  agreed  upon. 

Several  meetings  of  the  Executive  Committee  of  the 
Doctors-Ministers  Society  of  Phoenix,  of  which  the 
Chairman  is  a member,  were  held.  Changes  in  the  con- 
stitution to  conform  more  closely  to  the  intent  of  the 
Department  of  Medicine  and  Religion  of  AMA  are 
being  made.  Primarily  a Protestant  group  when  organ- 
ized in  1959,  changes  in  the  constitution  are  now  being 
made  to  encourage  active  participation  of  ministers 
and  doctors  of  all  faiths.  The  first  of  four  dinner  meet- 
ings of  this  Society  was  held  at  St.  Luke’s  Hospital, 
November  29,  1966.  The  film  “The  One  Who  Heals” 
was  presented  with  discussion  led  by  Dr.  Wagner.  Dur- 
ing the  business  meeting  that  followed,  the  constitution 
changes  noted  were  discussed  and  approved. 

1967  PLANS 

The  national  conference  of  the  AMA  Department  of 
Medicine  and  Religion  and  state  committee  chairmen 
is  scheduled  to  be  held  in  Chicago,  February  18  and  19, 
1967.  Dr.  Wagner  plans  to  attend.  He  will  also  attend 
the  Mental  Health  meeting  sponsored  by  AMA  likewise 
to  be  held  in  Chicago,  February  24  and  25,  1967, 
representing  Dr.  May,  Chairman  of  the  Subcommittee 
on  Mental  Health.  Payment  of  expenses  authorized. 

Meeting  of  the  Subcommittee  will  be  held  in  early 
March  to  plan  a broad  program  for  local  component 
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county  medical  society  participation  in  1967-68.  REPORT 
RECEIVED. 

Mental  Health 

PSYCHIATRIC  EDUCATION  PROGRAMS 
Dr.  May  reported  that  the  regional  workshop  was 
instigated  by  virtue  of  the  fact  it  was  expected  that 
WICHE  would  discontinue  subsidizing  the  teaching 
programs  of  psychiatry  to  non-psychiatric  practicing 
physicians.  It  was  voted  that  these  programs  should  be 
continued,  hopefully  divided  up  according  to  the  states 
and,  hopefully,  that  the  state  medical  society  would  be 
primarily  responsible  with  the  psychiatric  associations 
and  the  Academy  of  General  Practice  doing  the  work, 
setting  it  up  and  doing  all  the  administrative  things.  In 
Arizona,  there  is  question  whether  the  Academy  and 
the  State  Psychiatric  Society  are  organized  to  be  in  all 
areas  of  the  state,  which  is  very  important.  Certainly, 
they  could  set  them  up  in  Tucson  and  Phoenix  quite 
well,  but  in  the  outlying  county  areas,  the  work  would 
have  to  be  done  through  the  county  medical  society. 
There  are  many  problems  involved,  and  the  question 
is  whether  or  not  the  State  Association  would  wish  to 
become  involved  financially  or  otherwise.  There  appears 
to  be  probability  that  WICHE  may  be  considering 
continuation  of  the  program.  Dr.  May  reviewed  at 
length  the  problems  and  complexities  involved  in  setting 
up  such  a program.  It  would  appear  that  such  a project 
would  fall  within  the  province  of  the  Medical  Education 
Subcommittee  with  the  cooperation  of  the  Mental  Health 
Subcommittee.  Dr.  May  will  assume  the  responsibility  of 
further  communication  with  the  Academy  and  the  State 
Psychiatric  Society. 

MENTAL  HEALTH  LEGISLATION 
Dr.  May  reviewed  legislation  proposed  last  year  relat- 
ing to  the  establishment  of  a Department  of  Mental 
Health  in  the  State  of  Arizona.  The  concern  of  the 
Arizona  Psychiatric  Society  then  and  now  was  re- 
viewed. It  is  the  hope  the  State  Association  will  keep 
abreast  of  developments. 

MENTAL  HEALTH  CONEERENCE 
As  previously  stated.  Dr.  Wagner  will  represent  Dr. 
May  at  the  AMA  I3th  Annual  Conference  of  State 
Mental  Health  Representatives  to  be  held  in  Chicago, 
February  24  and  25,  1967. 

Public  Health 

RESIGNATIONS 

Accepted  with  sincere  regret  the  resignations  of  Ben 
P.  Frissell,  M.D.,  Chairman  of  the  Subcommittee  on 
Public  Health,  and  Hugh  E.  Dierker,  M.D.,  member  of 
the  Subcommittee,  directing  that  a letter  of  appreciation 
for  their  past  services  be  forwarded. 

VITAL  STATISTICS  LEGISLATION 
George  A.  Spendlove,  M.D.,  Commissioner,  Arizona 
State  Department  of  Health,  submitted  a proposed  act 
relating  to  Vital  Statistics  to  be  introduced  during  the 
current  legislative  session.  Major  changes  would  segre- 
gate the  State  into  districts,  and,  in  the  larger  districts, 
the  Registrar  would  be  the  director  of  the  local  Health 
Department  who  would  be  allowed  to  make  certified 
copies  for  two  months  while  the  certificate  is  in  their 
office;  and  fees  would  be  increased  in  order  to  pay  the 
cost  of  the  program. 


It  was  determined  to  refer  the  proposed  act  to  the 
Legislative  Committee  with  the  approval  of  the  Pro- 
fessional Committee. 

Safety 

TRAFFIC  ACCIDENTS 

In  the  absence  of  the  Chairman,  called  away  to  answer 
an  emergency.  Dr.  Jarrett  responded  to  the  request  that 
a Medical  Advisory  Board  to  the  Drivers’  License  Div- 
ision be  considered.  It  was  the  suggestion  that  the 
Licensing  Bureau  should  establish  some  kind  of  board 
with  authority  to  develop  certain  criteria  who  would 
have  the  final  authority  to  pass  upon  an  operator’s 
ability  to  drive.  The  physician  should  not  be  called 
upon  to  assume  such  responsibility.  NO  ACTION. 
Woman’s  Auxiliary 

Dr.  McDaniel  reported  that  he  had  contacted  the 
President  of  the  Woman’s  Auxiliary,  Mrs.  Delph,  and, 
apparently,  there  are  no  problems  or  requests  of  his 
committee  at  this  time. 

MEETING  ADJOURNED  AT  5:10  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


ARTICLES  OF  INCORPORATION  & 
BY-LAWS  COMMITTEE 

Meeting  of  the  Articles  of  Incorporation  & By-Laws 
Committee  of  The  Arizona  Medical  Association,  Inc., 
held  in  the  Central  Office,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  Sunday,  January  15,  1967,  convened 
at  2;30  p.m.,  Walter  Brazie,  M.D.,  Chainnan,  presiding. 

Roll  Call 

PRESENT:  Drs.  Brazie,  Walter,  Chairman;  Dysterheft, 
Arnold  H.,  President-Elect;  Henderson,  Charles  E.,  Sec- 
retary; Jarrett,  Paul  B.,  President;  Steen,  William  B. 

STAFF;  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED:  Dr.  Cloud,  Daniel  T. 

House  of  Delegates 

Determined  to  recommend  to  the  Board  of  Directors 
that  Chapter  VHI,  Section  1.,  of  the  By-Laws  of  this 
Association  be  amended  to  provide  in  the  composite  of 
the  House  of  Delegates  that  Past  Presidents  shall  be 
ex-officio  members  without  the  right  to  vote.  If  adopted 
by  the  House,  Section  L,  as  amended,  would  read  as 
follows: 

Chapter  VIII  House  of  Delegates,  Section  I. 

Composition  of  House;  Meetings: 

The  House  shall  constitute  the  voting  body  of 
the  Association  and  shall  be  composed  of  the 
elected  Delegates  of  the  county  societies  and 
members  of  the  Board.  Delegates  who  are 
thereafter  elected  as  officers  do  not  by  such 
election  lose  their  status  as  voting  Delegates 
in  the  House.  THE  PAST  PRESIDENTS  OF 
THE  ASSOCIATION  SHALL  BE  EX-OF- 
FICIO  MEMBERS  OF  THE  HOUSE  OF 
DELEGATES  WITHOUT  THE  RIGHT  TO 
VOTE. 

The  House  shall  meet  at  least  once  a year  at 
the  time  of  the  Annual  Meeting.  In  addition, 
special  meetings  of  the  House  may  be  held  at 
any  time,  upon  at  least  six  weeks  notice  there- 
of to  the  Delegates,  at  the  call  of  the  Board, 
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or  upon  the  call  of  twenty  Delegates  repre- 
senting at  least  eight  county  societies. 

Membership 

Determined  to  recommend  to  the  Board  of  Directors 
that  Chapter  II,  Section  3.  (E),  of  the  By-Laws  of  this 
Association  be  amended  to  provide  utilization  of  the 
talents  of  retired  physicians  now  residing  in  the  State 
through  some  type  of  membership  classification  not 
requiring  licensure.  In  so  doing,  they  could  be  appointed 
representatives  of  this  Association  to  various  community 
boards  and  councils,  thus  keeping  the  Association  better 
informed  and  at  the  same  time,  equally  important, 
keeping  such  physicians  active  in  the  main  stream  of 
Medicine,  their  continuing  interest.  If  adopted  by  the 
House,  Section  3.  (E),  as  amended,  would  read  as 
follows: 

Chapter  II  Membership,  Section  3.  Classes  of 
Membership:—  (E)  Affiliate  Members: 

Affiliate  members  may  be  elected  to  this  Asso- 
ciation by  the  Board  upon  recommendation  by 
county  societies  from  (1)  those  doctors  of  med- 
icine who  are  duly  accredited  in  Mexico,  or  in 
foreign  countries,  engaged  in  medical  mission- 
ary and  similar  educational  and  philanthropic 
work,  (2)  Arizona  dentists  who  are  members  in 
good  standing  of  their  local  and  state  societies, 

(3)  pharmacists  who  are  active  members  of 
their  Arizona  State  Association,  (4)  teachers  of 
medicine  and  allied  sciences  who  are  not  eli- 
gible to  other  membership  in  this  Association, 

(5)  former  active  members  of  this  Association, 
who  are  now  in  practiee  in  another  state  — 
AND  (6)  BETIBED  PHYSICIANS  HOLDING 
DEGREE  OF  DOCTOR  OF  MEDICINE  AND 
RESIDING  IN  ARIZONA. 

Rights  — Affiliate  members  shall  enjoy  the 
privileges  of  attending  the  scientific  meetings. 
They  shall  not  have  the  right  to  serve  as  Dele- 
gates, or  to  hold  elective  office.  They  shall  pay 
no  dues. 

Standing  and  Special  Committees 
Chapter  VII.  Standing  and  Special  Committees,  Section 
4.  Composition  and  Duties  of  Standing  Committees: 
(k)  GOVERNMENTAL  SERVICES:-  THIS 
COMMITTEE  SHALL  CONSIST  OF  A 
CHAIRMAN  AND  AT  LEAST  FIVE  MEM- 
BERS. 

SUBCOMMITTEES  WITHIN  THE  COMMIT- 
TEE MAY  BE  APPOINTED  FOR  A PARTIC- 
ULAR ACTIVITY,  A MEMBER  OF  THIS 
COMMITTEE  TO  BE  DESIGNATED  CHAIR- 
MAN IN  EACH  SUCH  INSTANCE. 

THE  COMMITTEE  WILL  BE  RESPON- 
SIBLE TO  DEVELOP  SOURCES  OF  AU- 
THORITATIVE INFORMATION,  PRINTED 
MATERIAL,  PERSONAL  CONTACT,  AND 
OTHER  DUTIES  ASSIGNED,  CONCERN- 
ING CURRENT  AND  PROPOSED  MEDICAL 
CARE  ACTIVITIES  CONDUCTED  BY  FED- 
ERAL, STATE  AND  LOCAL  GOVERN- 
MENTAL AGENCIES;  TO  ANALYZE 
ABSTRACTS  AND  INTERPRET  GOVERN- 
MENTAL MEDICAL  CARE  PROGRAM 


GUIDELINES,  BULLETINS  AND  REGULA- 
TIONS; TO  INFORM  THE  ARIZONA  MED- 
ICAL ASSOCIATION  THROUGH  ITS 
ORGANIZATIONAL  STRUCTURE  OF  GOV- 
ERNMENTAL MEDICAL  CARE  POLICIES 
AND  POSITIONS;  AND  TO  INFORM  AP- 
PROPRIATE GOVERNMENTAL  AGENGIES 
OF  POLICIES  AND  POSITIONS  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION.  IT 
SHALL  NOT  ASSUME  THOSE  FUNCTIONS 
SPECIFICALLY  ASSIGNED  TO  THE  LEG- 
ISLATIVE AND  MEDICAL  ECONOMICS 
COMMITTEES. 

MEETING  ADJOURNED  AT  3:10  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 

ArMA  LIAISON  COMMITTEE  WITH  THE 
ARIZONA  HOSPITAL  ASSOCIATION 

Meeting  of  the  Liaison  Committee  with  the  Arizona 
Hospital  Association  of  The  Arizona  Medical  Associa- 
tion, Inc.,  Sunday,  January  22,  1967,  in  the  Central 
Office  of  this  Association,  Suite  201,  Safari  Building, 
4601  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  2:00  p.m.,  Melvin  Lloyd  Kent,  M.D.,  Chair- 
man, presiding. 

Roll  Call 

PRESENT:  Drs.  Dudley,  Jr.,  Arthur  V.,  Vice  Presi- 
dent; Dysterheft,  Arnold  H.,  President-Elect;  Henderson, 
Charles  E.,  Secretary;  Jarrett,  Paul  B.,  President;  Kent, 
Melvin  Lloyd,  Chairman;  Melick,  Dermont  W. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary. 

GUEST:  Dr.  Snyder,  Bertram  L. 

EXCUSED:  Drs.  Lesemann,  Frederick  J.;  Mertz, 
George  H.;  Price,  Robert  A. 

House  Resolution  No.  15 

Dr.  Kent  briefly  reviewed  the  results  of  the  meeting 
held  November  5,  1966,  between  the  Joint  Liaison  Gom- 
mittees  of  the  Arizona  Medical  Association  and  the 
Arizona  Hospital  Association.  He  concluded  with  the 
questions:  what  is  our  problem?  what  can  we  expect  of 
AMA?  how  can  we  get  doctors  on  Hospital  Boards? 
DR.  MELICK: 

AMA  is  in  favor  of  this.  They  have  passed  two  resolu- 
tions in  the  last  two  sessions.  I presume  what  we  would 
like  AMA  to  do  is  to  confer  with  its  counterpart,  the 
American  Hospital  Association,  in  the  hope  of  reaching 
a favorable  agreement,  which  would  then  filter  down  to 
the  local  hospital  level  and  realize  the  desired  results. 
To  achieve  this  objective,  I expect  that  this  Association, 
through  its  House  of  Delegates,  should  adopt  a resolu- 
tion calling  upon  the  AMA  to  make  the  approach.  To 
this  end,  there  could  be  little  accomplished  prior  to  the 
next  Annual  Meeting  of  our  Association  and  that  of  the 
AMA,  which  follows  in  June.  Possibly,  we  should  com- 
mence communication  with  local  hospital  board  mem- 
bers, calling  their  attention  to  our  views  and  seeking 
modification  of  their  bylaws,  if  this  be  necessary. 

DR.  JARRETT: 

Our  problem  is  one  of  unity  within  our  membership. 
There  was  a time  when  the  doctor  of  medicine  was 
respected  by  the  hospitals  and  the  administrators.  The 
latter  was  interested  in  keeping  hospital  beds  full  to 
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capacity,  and  the  physician  was  respected  as  the  source 
of  their  very  existence.  Today,  with  a shortage  of  beds, 
this  situation  does  not  prevail.  Today,  through  legisla- 
tion, effort  is  being  made  to  control  need  of  additional 
institutions.  Our  Legislative  Committee,  in  meeting  this 
morning,  determined  not  to  support  such  effort.  The 
hospitals  have  enjoyed  the  full  cooperation  of  the 
medical  profession  in  years  past.  Today,  there  is  little 
evidence  that  they  wish  to  reciprocate.  As  a matter  of 
fact,  some  appear  even  contemptuous  toward  us.  They, 
in  not  answering  our  communications,  display  a lack  of 
courtesy  one  would  e.xpect  and  is  entitled  to. 

DR.  DYSTERHEFT: 

I just  want  to  put  one  thing  on  the  table.  Is  it  easier 
to  be  militant  and  constantly  negative,  or  should  we 
pursue  some  avenue  of  communication  to  improve  our 
relationship?  Coming  from  a different  area  in  the  State, 
I did  not  know  these  problems  had  become  so  great 
and  so  tremendous.  Physicians  in  the  past  have  taken 
very  little  interest  in  hospital  administration.  It  is  my 
feeling  that  before  many  more  years  hospitals  will  truly 
be  divided  into  two  segments.  You  are  going  to  have  a 
professional  component  and  a housekeeping  component. 
The  former  will  be  run  by  M.D.’s.  I believe  we  should 
maintain  liaison. 

DR.  DUDLEY: 

What  can  AMA  do  for  us?  I think  we’re  going  in  the 
wrong  direction.  AMA  could  talk  to  the  Hospital  Asso- 
ciation, but,  in  turn,  we  get  down  to  the  state  and 
down  to  the  local  levels;  and  I think  this  where  this 
Committee  must  direct  its  efforts,  the  local  level  being 
the  individual  hospital.  I am  in  a very  peculiar  situation 
as  Chief  of  Staff  at  St.  Mary’s  (Tucson)  and  a member 
of  the  Board,  a voting  member,  and  we  have  perfect 
liaison.  We  have  no  problem  in  Tucson  communicating 
with  the  Hospital  Administrator. 

DR.  DYSTERHEFT; 

Well,  I don’t  want  to  prolong  this  discussion.  I think 
this  Committee  has  a responsibility  to  come  up  with  a 
statement  or  a recommendation  to  the  Board  of  Directors 
or  to  the  House  of  Delegates  as  to  what  your  findings 
are,  as  far  as  Resolution  No.  15  is  concerned,  and  what 
future  direction  the  Association  wishes  to  take.  I think 
this  Committee  should  stay  active.  I think  it  should  be 
expanded  to  include  more  members,  more  localities, 
and  I think  this  should  be  included  in  the  recommen- 
dation. 

DR.  KENT: 

It  would  be  interesting  to  have  a Committee  meeting 
of  this  nature  and  invite  all  of  the  chiefs  of  staff  in 
every  hospital  of  the  State  and  find  out  what  the  prob- 
lems are  at  tbe  local  level,  the  individual  hospital. 

DR.  SNYDER: 

Apparently,  we  do  not  have  a problem  at  Lincoln 
(Phoenix).  Our  relationship  couldn’t  be  better.  Actually, 
we  have  three  doctors  on  our  Board. 

DR.  KENT: 

We’ve  got  to  make  a summary  of  some  kind,  know 
where  we’re  going  and  how  we’re  going  to  go;  and  I 
would  like  to  ask;  what  is  to  be  the  scope  of  the 
Committee?  is  this  Committee  to  be  enlarged?  is  it 
going  to  have  the  right  to  talk  to  hospital  staff  presidents 
or  hospital  staff  administrators,  or  what  are  our  duties 
to  be?  This  Committee  has  no  budget.  Do  we  need  a 


budget,  and,  if  so,  how  much  of  a budget  do  we  need? 
I think  we  should  ask  for  a continuation  and  expansion 
of  our  group  and  hear  some  of  these  chiefs  of  staff. 
Should  we  hold  meetings  regularly  or  irregularly? 

Determined  to  call  another  meeting  of  this  Committee 
to  be  held  early  in  March  to  which  chiefs  of  staff  will 
be  invited  to  attend.  The  Chairman  will  communicate. 
It  was  suggested  that  it  might  be  wisdom  to  communi- 
cate with  the  chiefs  of  staff  of  the  larger  hospitals  in 
the  State,  principally  in  the  metropolitan  areas,  but 
including  Yuma  and  Kingman. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  AMA  be  asked  to  set  up  a meeting  with  the 
American  Hospital  Association  to  discuss  implementation 
of  resolution  passed  by  its  House  of  Delegates  at  its 
Clinical  Meeting  held  in  Las  Vegas,  Nevada. 

Membership 

Bertram  L.  Snyder,  M.D.,  (Phoenix)  appointed  a 
member  of  this  Committee  by  the  President.  He  accepted 
the  assignment. 

MEETING  ADJOURNED  AT  4:00  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


LEGISLATIVE  COMMITTEE 

Roll  Call 

Meeting  of  the  Legislative  Committee  of  The  Arizona 
Medical  Association,  Inc.,  held  in  the  Central  Office  of 
the  Association,  Suite  201,  Safari  Building,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  on  January  22, 
1967,  convened  at  10:00  a.m.,  Carlos  C.  Craig,  M.D., 
Chairman,  presiding. 

PRESENT:  Drs.  Bennett,  Chester;  Craig,  Carlos  C., 
Chairman;  Davis,  C.  Truman;  Dudley,  Jr.,  Arthur  V., 
Vice  President;  Dysterheft,  Arnold  H.,  President-Elect; 
Flynn,  Richard  O.;  Griess,  Donald  F.;  Henderson, 
Charles  E.,  Secretary;  Hippert,  Gordon  J.;  Jarrett,  Paul 
B.,  President;  Noon,  Zenas  B.;  Oliver,  Robert  J. 

COUNSEL:  Mr.  Jacobson,  Edward. 

STAFF:  Messrs.  Carpenter,  Robert,  Executive  Sec- 
retary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS:  Drs.  Crisp,  Jr.,  William  E.;  Spendlove, 
George  A.,  Gommissioner,  Arizona  State  Department 
of  Health. 

EXCUSED:  Drs.  Peterson,  Claude  H.;  Wormley, 
Lowell  C. 

Therapeutic  Abortion 

Bills  have  been  introduced  in  both  the  Senate  and 
House  providing  when  Therapeutic  Abortion  may  be 
legally  performed.  Counsel  had  reviewed  these  measures 
and  has  conferred  with  Senators  Holsclaw  and  Giss 
supporting  certain  technical  amendments  in  keeping  with 
the  action  of  the  ArMA  House  of  Delegates,  Resolution 
No.  6,  adopted,  as  amended,  April  30,  1966. 

S.B.  26  accepted  with  any  changes  necessary  as  may 
be  recommended  by  Counsel;  recommending  referral 
to  the  Board  of  Directors  for  similar  action. 
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LSD  (Lysergic  Acid  Diethylamide) 
DMT  (N-N-Dimethyltryptamine) 

Discussed  S.B.  24,  defining  Lysergic  Acid  Diethyla- 
mide (LSD)  as  a dangerous  drug  to  be  dispensed  only 
on  prescription  of  a physician,  dentist  or  veterinarian; 
and  H.B.  37,  making  it  a felony  to  traffic  in  the  drug 
LSD  or  similar  compounds. 

Inasmuch  as  these  bills  have  been  very  recently 
introduced  and  copies  are  not  as  yet  available,  deferred 
action  until  the  contents  of  each  can  be  reviewed. 


Blue  Shield 

Medical  Assistance 

Discussed  a proposed  bill:  An  Act  to  Increase  Medical 
Assistance  for  Medically  Indigent  Persons  Sixty-five 
Years  of  Age  and  Older;  and  Amending  Section  46- 
261.01,  Arizona  Revised  Statutes. 

Inasmuch  as  such  measure  has  not  been  introduced, 
no  action  taken. 

Hospital  Service  Corporations 

H.B.  74  allows  Hospital  Service  Corporations  to  write 
broader  health  insurance. 

Supported  in  principle  with  a definition  to  be  written 
by  Counsel  clearly  defining  health  care  personnel; 
recommending  action  by  the  Board  of  Directors. 

Freedom  of  Choice 

H.B.  58  provides  that  subscribers  shall  have  freedom 
of  choice  in  selecting  practitioner  under  certain  insur- 
ance policies. 

Inasmuch  as  this  measure  does  not  distinguish  be- 
tween the  several  branches  of  the  healing  arts,  bill 
opposed;  recommending  similar  action  by  the  Board 
of  Directors. 

Health  Institution  Approval 

Discussed  a proposed  bill  requiring  building  approval 
from  the  State  Department  of  Health  prior  to  any 
construction  of  a health  institution;  prescribing  that 
such  building  approval  be  issued  only  upon  a demon- 
stration by  the  applicant  of  adequacy,  quality  and  need 
for  such  construction;  and  requiring  the  applicant  for 
an  operating  license  or  building  approval  to  furnish 
certain  pertinent  information  and  to  be  limited  thereby. 

Determined  that,  should  such  type  bill  be  introduced, 
this  Association  go  on  record  against  it. 

Vital  Statistics 

Reviewed  a proposed  bill  to  be  introduced  in  the 
House  (H.B.  137)  relating  to  Vital  Statistics,  providing 
registration  districts  and  prescribing  procedure  in  the 
filing  of  birth  and  death  certificates.  Counsel  reported 
that  he  had  reviewed  such  proposed  bill  and  offered 
certain  technical  changes. 

Supported  in  principle  this  measure  should  it  be 
introduced. 

Air  Pollution 

S.B.  1 provides  for  state  air  pollution  controls;  pre- 
scribes method  of  control  pertaining  to  motor  vehicles 


and  air  pollution  control  districts  operated  by  the 
counties;  provides  for  the  establishment  of  a Division 
of  Air  Pollution  Control  in  the  State  Department  of 
Health;  and  provides  for  the  assumption  of  jurisdiction 
over  Indian  lands  by  the  State  for  all  laws  relating  to 
Air  Pollution  Control.  Innumerable  amendments  already 
have  been  made  in  the  Senate.  It  appears  obvious  such 
measure  will  be  enacted  during  the  current  session  of 
the  Legislature. 

This  measure  supported;  recommending  similar  action 
by  the  Board  of  Directors. 


Anatomy  Board 

Proposed  Rules  and  Regulations  were  discussed,  it 
being  reported  that  George  A.  Spendlove,  M.D.,  Com- 
missioner, Arizona  State  Department  of  Health,  plans 
to  appear  before  the  Board  of  Directors  to  present  the 
draft  at  its  meeting  scheduled  to  be  held  January  29, 
1967. 


Communications 

Compulsory  Generic  Prescribing 

The  Pharmaceutical  Manufacturers  Association  seeks 
ArMA  support  opposing  the  anticipated  legislative  and 
regulatory  attack  by  the  90th  Congress  relating  to 
“Compulsory  Generic  Prescribing”  considered  a peril  to 
the  health  care  system. 

Recommends  to  the  Board  of  Directors  that  it  forward 
a letter  to  our  two  Senators  and  three  Representatives, 
expressing  disapproval  of  the  many  bills  that  have  been 
introduced  or  to  be  introduced  regarding  “Compulsory 
Generic  Prescribing.” 

Mental  Health 

Discussed  possibilities  of  legislation  to  be  introduced 
providing  for  Community  Health  Centers. 

Determined  to  table  the  matter  until  such  time  as  a 
copy  of  the  bill  can  be  obtained,  read  and  digested. 

Certification  of  School  Nurses 

Proposed  bill  to  be  introduced  by  the  Arizona  State 
Nurses’  Association,  providing  for  certification  of  School 
Nurses,  discussed. 

Determined  to  defer  action  until  such  bill  is  intro- 
duced and  copy  can  be  obtained  for  review. 


Physician  Immunity  from  Litigation 

AMA  recommends  that  State  Medical  Societies  be 
urged  to  seek  the  passage  of  state  legislation  which 
would  provide  a physician  who  serves  on  a utilization 
review  committee  immunity  from  litigation  arising  from 
the  actions  of  the  committee.  A copy  of  the  California 
act,  specifically  granting  immunity  to  individuals  serv- 
ing on  professional  society  or  hospital  committees, 
submitted  and  reviewed. 

Determined  to  go  on  record  approving  this  type  of 
legislation;  recommending  to  the  Board  of  Directors 
that  it  encourage  introduction  of  a bill  of  this  nature. 

Arizona  Medical  Laboratories  — Chiropractic 

Board  of  Medical  Examiners  of  the  State  of  Arizona 
calls  attention  to  a patient  of  a local  chiropractor  who 
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had  received  from  a Scottsdale  Laboratory  a blood 
workup  for  the  benefit  of  the  chiropractor  in  treating 
such  patient  for  pain  in  the  left  hip  and  back.  While 
BOMEX  determined  that  such  practice  was  not  at  this 
time  in  violation  of  the  Medicine  and  Surgery  Act,  it 
directed  that  this  matter  be  referred  to  the  Arizona 
Medical  Association  and  its  Legislative  Committee  for 
information  and  possible  legislative  correction. 

Determined  to  refer  this  matter  back  to  the  Board 
of  Medical  Examiners  requesting  that  its  counsel  prepare 
an  opinion  for  submission  and  review  by  Counsel  of 
this  Association. 


Other  Business 

Good  Samaritan 

S.B.  11,  relating  to  Medicine  and  Surgery,  provides 
for  nonliability  of  physician  and  surgeon  and  any  other 
person  when  rendering  emergency  aid. 

Determined  to  recommend  to  the  Board  of  Directors 
that  it  continue  support  of  such  legislation  actively. 
Motor  Vehicle  Licensure 

S.B.  10,  relating  to  Motor  Vehicles,  provides  qualifica- 
tions for  obtaining  license  by  person  under  eighteen 
years  of  age,  and  prescribing  restrictions. 

Determined  to  refer  this  measure  to  the  Section  on 
Safety  of  the  Professional  Committee  for  its  review. 
MEETING  ADJOURNED  AT  LOO  P.M. 

Charles  E.  Henderson,  M.D. 
Secretary 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.,  85251 

Nome 

Address 


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 


FOR  YOUR 
PERMANENT 

FILE 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CHjOM 

c=o 


Hydrocortisone 


Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 
D the  addition  of  the 
acetonide  at  the  16~a, 
17 -Cl  positions , 
thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^‘‘ 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


A B C 


The  Antigranuloma  Assay^“*  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  l/5(M)th  the  dose. 
This  assay,  as  weU  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as-, 
says  and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
coniirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


Representative  Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426  ^ 

Atopic 

Dermatitis 

V 24 

460 

426 

Psoriasis 

36 

1,699 

1,510  ' 

Neurodermatitis 

18 

351 

324  - 

Total  . 

;af|-  144 

4,174 

3,808  1 

♦Complete  bibliography  on  request.  fExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 
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ORIGINAL  ARTICLES 


Surgical  Rehabilitation  of  the 
Post  Gastrectomy  Cripple 


Arthur  R.  Nelson,  M.D. 
Daniel  Bright,  M.D. 


Symptoms  related  to  loss  of  reservoir  function  of  the  stomach  are  dis- 
tressingly frequent  following  gastrectomy.  Indeed,  some  patients  may 
develop  severe  nutritional  complications  as  a consequence  of  gastric  resec- 
tion. In  this  paper  the  authors  describe  an  operative  procedure  using 
jejunem  to  increase  the  reservoir  capacity  of  the  gastric  remnant.  The  re- 
sults in  5 patients  are  reported  as  good. 


Perhaps  one  third  of  the  individuals  who  have 
been  subjected  to  gastrectomy  of  the  “older 
type”  suffer  from  postoperative  symptoms  re- 
lated to  decreased  gastric  capacity.  A lesser  num- 
ber of  these  are  reduced  to  nutritional  cripples. 
We  should  like  to  direct  our  attention  to  those 
unfortunates  who  have  undergone  70  to  80  per- 
cent gastric  resections,  and  been  left  with  an 
accursed  existence  marked  by  progressive  malnu- 
trition, anorexia,  diarrhea,  weight  loss  and  de- 
pression. 

An  operative  procedure  has  been  devised 
which  satisfactorily  controls  this  disability,  and 
apparently  produces  a physiologic  arrangement 
which  effectively  reverses  the  nutritional  detri- 
ment produced  by  high  gastrectomy. 


The  rationale  of  this  operation  relates  to  sev- 
eral laboratory  studies  and  a few  clinical  obser- 
vations.*'*'  Essentially,  it  is  an  attempt  to 

( 1 ) produce  for  the  patient  a sensation  of  in- 
creased food  capacity,  allowing  full  meals  of  an 
unrestricted  type;  (2)  to  present  to  the  un- 
digested food  a large  interface  of  jejunal  mucosa 
for  an  artificially  prolonged  time,  and  thus  al- 
low more  complete  absoq:>tion  of  essential  nutri- 
ments; (3)  to  slow  “jejunal  hurr>^”  and  extend 
transit  time  to  near  normal  levels,  and  thus  halt 
the  perpetual  diarrhea;  ( 4 ) and  to  giv'e  to  these 
patients  a sense  of  well  being  that  comes  ^\’ith 
enjoyment  of  food,  evident  ^^'eight  gain  and 
energy,  and  a new  lease  on  their  discouraging 
digestion. 
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Although  the  “dumping  syndrome”  does  not 
relate  directly  to  gastric  residual  capacity,  it  is 
of  prime  interest  in  the  discussion  of  the  gastric 
cripple.  Although  not  then  called  “dumping”,  the 
syndrome  was  first  recognized  by  a surgeon  at 
Guy’s  Hospital  in  1913. Dr.  Hertz  described 
some  20  patients  with  gastrojejunostomies  who 
had  rapid  gastric  emptying,  pain  and  nausea 
with  meals.  In  1922,  Mix  further  studied  the 
problem,  and  attached  the  name  “dumping”  to 
the  syndrome."®’  Since  that  time,  a great  deal 
has  been  learned  about  the  electrolyte  shifts,  je- 
junal physiology,  humoral  changes  and  general 
mechanics  of  the  phenomenon,  and  much  more 
stated  about  attempted  methods  of  avoidance  of 
the  complication  by  certain  modifications  of  sur- 
gical technique. 

Numerous  authors  have  contributed  greatly 
to  the  surgical  avoidance  of  severe  dumping,  and 
a few  have  devised  methods  of  reconstruction 
that  have  been  variably  effective.  Perhaps  the 
most  significant  contributor  has  been  Poth,  who 
recently  published  a large  series  of  successful 
reoperations  for  gastric  dumping  of  a severe  de- 
gree."’ 

This  paper  is  a preliminary  report  recording  a 
new  technique  which  appears  to  have  several 
surgical  advantages  to  some  of  the  other  types 
of  reconstruction.  It  has  now  been  used  in  five 
patients  with  gratifying  success,  three  of  these 
patients  being  e.xceedingly  poor  risks  subjects 
because  of  complicating  medical  factors.  The  ad- 
vantages of  this  procedure  are  as  follows: 

1.  There  is  no  disturbance  of  the  previously 
operated  gastrectomy  site,  so  that  no  prior 
anastamoses  need  be  taken  down,  and  no 
tedious  dissection  in  the  epigastrium  is  re- 
quired. 

2.  In  a poor  risk  patient,  which  all  of  these 
are,  the  shortening  in  time  of  the  procedure 
is  of  significant  value. 

3.  The  “pouch”  principle  seems  to  give  the 
patient  a greater  capacity  for  food  than  the 
procedures  which  only  reverse  segments 
below  the  gastric  stump,  and  thus  have 
gastrict  capacity  limitations  as  before. 


Fig.  1 — The  jejunal  pouch  has  been  created  of  three 
contiguous  jejunal  loops.  Clamp  (right  upper)  is  at  point 
of  Ligament  of  Treitz. 


Fig.  2 — Completed  procedure  with  insertion  of  the 
reversed  jejunal  segment  distal  to  the  jejunal  pouch. 


Description  of  Procedure 

The  procedure,  as  illustrated  (Figs.  1,  2,  3) 
uses  three  or  four  confluent  high  jejunal  loops  of 
6 to  8 ineh  length,  which  are  appropriately  open- 
ed in  eontinuity  to  manufacture  a sizable  pouch. 
We  have,  in  every  ease,  taken  down  the  ligament 
of  Treitz  in  order  to  start  the  first  portion  of  the 
pouch  as  near  as  possible  to  the  gastric  residual 
pouch.  Immediately  below  the  poueh,  a care- 
fully measured  5 to  7 em.  segment  of  jejunum 
is  rotated  180  degrees  on  its  vaseular  pediele, 
and  anastamosed  end  to  end  to  ereate  the  re- 
versed, or  anti-peristaltic  segment.  The  reversed 
segment  ean  be  seen  to  funetion  in  its  original 
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peristaltic  direction  immediately,  and  continues 
to  do  so  with  barium  meal  studies  late  in  the 
post-operative  period.  The  churning  and  re- 
churning of  undigested  food  in  the  pouch  as  it 
is  “kicked  back”  by  the  reserved  segment  allows 
the  artificially  prolonged  exposure  to  the  large 
interface  of  jejunal  mucosa,  semi-liquid  food 
finally  leaving  the  segment  in  short  spurts,  rem- 
iniscent of  pyloric  activity. 


OPERATIVE  SCHEMA 


This  procedure  has  now  been  carried  out  on 
five  patients  with  no  mortality  or  morbidity.  In 
this  preliminary  report,  no  case  details  will  be 
given,  but  all  five  patients  have  shown  amazing 
weight  gain,  have  ceased  all  diarrhea,  are  eating 
a regular  diet  without  discomfort,  have  lost  all 
evidences  of  hypro-proteinemia  and  anemia,  and 
are  all  engaged  in  full  and  vigorous  activity. 
They  indeed  represent  a small  group  of  grateful 
patients. 

It  is  intended  that  a complete  and  detailed 


report  of  the  procedure  with  appropriate  case 
material  and  laboratory  findings  related  to  tran- 
sit times,  fat  absorption,  tagged  vitamin  BI2 
absorptions  and  so  forth,  will  be  presented  in  the 
future  when  continuing  study  of  the  group  is 
completed. 


Summary 

A new  operative  procedure  for  the  rehabili- 
tation of  the  post-gastrectomy  cripple  is  pre- 
sented. Thus  far  the  procedure  has  completely 
controlled  the  distressing  complex  of  diarrhea, 
weight  loss,  cramping,  and  limited  food  intake. 
Nutritional  deficits  of  severity  have  rapidly  cor- 
rected themselves.  Clinical  trial  and  laboratory 
studies  are  continuing.  The  procedure  is  with- 
out mortality  or  morbidity  in  a small  series,  and 
appears  to  be  highly  justifiable. 
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Transient  Hypothyroidism  of  Infancy 
(Is  there  Such  an  Entity?) 


Dr.  Laing  has  coniacied  several  authorities 
in  the  field  concerning  the  possibility  of  tran- 
sient hypothyroidism  of  infancy.  Their  opin- 
ions are  presented  along  with  a typical  case 
history.  Some  believe  the  entity  to  be  non- 
existent and  due  to  error  in  diagnosis.  Others 
blame  maternal  ingestion  of  drugs  or  pres- 
ence of  maternal  thyroid  antibodies.  The  pos- 
sibility of  such  an  entity  seems  worthy  of  con- 
sideration and  further  study. 


Clarence  R.  Laing,  M.D. 


Pediatrician-Director,  Child  Evaluation  Center,  Maricopa  County 
Health  Department,  2214  North  Central,  Phoenix,  Arizona. 


At  this  mental  retardation  clinic  from  time  to 
time  the  pediatrician  takes  a history  which  indi- 
cates that  the  particular  child  under  evaluation 
had  once  been  diagnosed  as  a hypothyroid. 
Somewhere  along  the  line  on  repeat  study  it  was 
found  that  the  child  was  no  longer  hypothyroid. 
These  cases  often  involved  well  known  and  repu- 
table physicians  and  laboratories.  The  question 
then  that  arises  is,  was  the  initial  diagnosis  faulty 
or  is  there  a type  of  short  term  or  transient  hypo- 
thyroidism which  is  seen  in  infancy  and  which 
later  reverses  itself? 

Case  History 

An  11-year-old  white  female  was  brought  to 
the  Child  Evaluation  Center  with  a history  that 
at  11  months  of  age  her  pediatrician  had  diag- 
nosed her  as  being  hypothyroid.  At  that  time  her 
FBI  was  2.9  micrograms%  and  she  was  placed 
on  thyroid  until  she  was  2 years  of  age. 

The  history  is  that  the  cliild  had  been  slow  in 
development.  When  the  child  was  seen  by  an- 
other physician  at  8 years  of  age  a FBI  done  at 
that  time  was  reported  as  being  5 micrograms%. 
The  child  then  had  a bone  age  which  was  con- 
sistent with  her  chronological  age.  The  only  ab- 
normality noted  at  that  time  was  obvious  mental 
retardation. 

The  prenatal  history  was  normal.  The  mother 
had  taken  no  medication  other  than  vitamins  and 
iron  while  pregnant.  The  child  was  full  term 
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and  was  born  after  an  active  labor  of  seven  to 
eight  hours.  Birth  weight  was  8 lbs.  9 ozs.  Con- 
dition of  the  child  at  birth  necessitated  no  re- 
suscitative  efforts.  The  neonatal  period  was  un- 
eventful. Mother  reported,  however,  that  the 
baby  was  exceptionally  good,  that  she  slept 
most  of  the  time,  was  fat,  and  that  she  could 
barely  keep  her  awake  for  a long  enough  time 
to  feed  her. 

Review  of  pregnancies  showed  that  the  patient 
was  the  second  of  four  children,  all  girls.  The 
other  children  were  said  to  be  normal  in  every 
way.  The  family  history  was  negative  for  dis- 
eases usually  connected  with  mental  retardation 
although  the  father  stated  that  he  had  a distant 
relative  who  may  be  mentally  retarded. 

Physical  examination  revealed  a blond,  blue- 
eyed, 11-year-old  female  whose  height  was  57 
inches,  placing  her  between  the  25th  and  50th 
percentile  on  the  Stuart  grid,  and  whose  weight 
was  67  lbs.,  which  placed  her  at  the  50th  per- 
centile. Nutrition  was  considered  satisfactory. 
Facial  expression  was  normal.  Speech  was  clear. 
The  skin  was  not  remarkable.  The  head  circum- 
ference was  21%  inches.  Eyes,  ears,  nose,  and 
throat  were  not  remarkable.  Thyroid  gland  was 
not  enlarged  to  physical  examination.  The  chest 
was  26  inches  in  circumference.  Lung  fields  were 
clear.  The  heart  and  abdomen  were  normal.  Ex- 
tremities were  not  remarkable.  The  neurological 
examination  was  within  normal  limits.  Butanol 
extractible  iodine  was  reported  as  5.2  micro- 
grams %.  Blood  cholesterol  was  260  milligrams%. 
The  bone  age  was  reported  as  normal. 

Psychological  testing  at  the  Child  Evaluation 
Center  revealed  a Vineland  Social  Maturity  Quo- 
tient of  63,  an  I.Q.  of  50  on  the  Stanford-Binet 
Eorm  L-M  and  an  I.Q.  of  59  on  the  Peabody  Pic- 
ture Vocabulary  Test. 

Because  of  the  fact  that  the  physician  who  had 
prescribed  the  thyroid  medication  for  this  child 
had  had  wide  experience  in  pediatric  diseases 
and  his  clinical  impression  had  been  borne  out 
by  the  laboratory  findings,  it  was  felt  by  mem- 
bers of  the  Child  Evaluation  Center  team  that 
other  physicians  working  in  pediatrics  and  en- 
docrinology in  other  parts  of  the  country  should 
be  contacted.  As  stated  before,  this  clinie  had 
had  other  cases  with  similar  histories  and  find- 
ings. 


Discussion 

A letter  from  Doctor  Robert  W.  Deisher,  pro- 
fessor of  pediatrics  at  the  University  of  Wash- 
ington, stated  that  the  endocrinologist  in  his  de- 
partment was  of  the  impression  that  there  is  no 
such  condition  as  a transient  hypothyroidism 
of  infancy.  Doctor  Deisher  was  of  the  opinion 
that  since  there  is  often  so  little  that  the  physi- 
cian can  do  in  cases  of  mental  retardation,  treat- 
ment for  hypothyroidism  is  sometimes  offered 
as  a means  of  doing  something  for  the  patient. 

Doctor  Fred  C.  Smith,  Jr.,  consultant  in  endo- 
crinology at  the  Pacific  State  Hospital,  Pomona, 
California,  felt  that  if  there  was  any  doubt  about 
hypothyroidism  in  early  infancy  and  that  if  the 
classical  symptoms  are  associated  with  a low 
PBI,  the  doctor  should  certainly  place  the  child 
on  thyroid  medication  since  even  waiting  two 
to  three  weeks  may  result  in  significant  brain 
damage.  He  did  feel  that  in  many  instances  of 
mental  retardation  children  are  placed  on  thyroid 
medication  without  definite  indications.  Doctor 
Smith,  however,  suggested  that  all  children  who 
are  suspected  of  being  hypothyroid  and  are  less 
than  two  years  of  age  should  remain  on  desic- 
cated thyroid  until  after  they  are  two  years  of 
age  and  the  thyroid  could  then  be  discontinued 
without  significantly  endangering  their  brain  de- 
velopment. After  this  period  he  thought  that 
thyroid  function  studies  could  be  done.  As  an 
example  he  stated  that  if  one  were  confronted 
with  a 6-month-old  baby  who  had  an  early  his- 
tory that  was  consistent  with  hypothyroidism 
and  whose  PBI  was  horderline  low,  it  would  be 
better  to  leave  the  baby  on  the  desiceated  thy- 
roid until  most  of  his  brain  development  had 
been  complete  and  then  his  thyroid  function 
could  be  evaluated  after  discontinuing  the  thy- 
roid medication.  He  felt  that  there  was  another 
approach  in  which  the  patient  could  be  stimu- 
lated with  TSH  while  on  desiccated  thyroid,  and 
if  the  radioactive  iodine  uptake  increased  in  re- 
sponse to  TSH,  then  one  could  be  sure  that  thy- 
roid tissue  was  present. 

Doctor  Wellington  Hung,  endocrinologist  at 
the  Children’s  Hospital  of  the  Distiict  of  Colum- 
bia, stated  that  at  his  hospital  transient  In^Dothy- 
roidism  of  infancy  had  been  seen  in  babies  whose 
mothers  had  received  antithyroid  therapy  or 
iodide.  He  felt  that  the  presenee  or  absence  of 
a goiter  at  the  time  the  original  diagnosis  of 
hypothyroidism  was  made  may  be  helpful.  In 
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his  experience  the  hypothyroidism  in  these  cases 
disappeared  with  discontinuance  of  the  medica- 
tion. He  listed  androgens,  anabolic  steriods,  large 
doses  of  salicylates,  and  Dilantin  as  being  able 
to  cause  a low  FBI  by  reducing  the  amount  of 
thyroxine-binding  globulin.  He  also  listed  PAS, 
resorcinol  and  cobalt  as  causing  clinical  hypo- 
thyroidism. 

Doctor  Samuel  Spector,  of  the  University  Hos- 
pitals of  Cleveland,  felt  that  transient  hypothy- 
roidism of  infancy  does  not  occur  and  that  the 
best  explanation  possibly  reflects  an  incorrect 
interpretation  of  the  original  studies. 

Doctor  A.  B.  Hayles,  of  the  section  of  pedia- 
trics of  the  Mayo  Clinic,  in  his  letter  stated  that 
although  there  are  currently  studies  which  sug- 
gest that  there  may  be  slight  alterations  in  thy- 
roid function  in  the  newborn,  he  knew  of  no 
case  of  positively  diagnosed  hypothyroidism  and 
associated  mental  deficiency  which  had  been 
followed  by  recovery  of  thyroid  function.  There- 
fore, he  feared  that  the  original  diagnosis  of 
hypothyroidism  may  have  been  in  error.  He  went 
on  to  say  that  the  fact  that  he  had  not  seen 
such  patients  did  not  preclude  the  possibility 
that  such  patients  will  be  found  and  he  did  not 
want  to  go  on  record  as  having  stated  that  the 
original  diagnosis  was  wrong  in  the  patients  to 
which  I had  referred. 

Doctor  Donald  Pickering,  formerly  of  the  Ped- 
iatric Endocrine  and  Metabolic  Research  Unit 
of  the  Department  of  Pediatrics  at  the  Univer- 
sity of  Oregon  Medical  School,  and  at  present  at 
Reno,  Nevada,  stated  in  his  letter  that  he  had 
not  seen  infants  with  bona  fide  clinical  and  la- 
boratory signs  of  severe  hypothyroidism  who 
subsequently  became  noraial  with  respect  to 
thyroid  function;  but  he  had  evaluated  several 
cases  in  which  he  questioned  earlier  diagnosis. 
He  mentioned  that  he  had  a child  in  his  care 
who  had  been  diagnosed  as  hypothyroid  at  4 
months  of  age  and  had  been  treated  for  several 
years,  but  he  found  that  the  child  was  now  eu- 
thyroid. He  felt  that  careful  questioning  of  the 
mother  and  re-evaluation  of  all  data  obtainable 
indicated  that  the  child  was  probably  not  hypo- 
thyroid initially.  He  also  stated  that  he  had  re- 
peatedly encountered  laboratoiy  errors  of  con- 
siderable magnitude  with  respect  to  the  deter- 
mination of  circulating  thyroxine  and  suspected 
very  strongly  that  his  experience  was  not  unique 
in  this  regard. 


Correspondence  from  Doctor  Robert  E.  Cook, 
professor  and  head  of  the  department  of  pedia- 
trics at  Johns  Hopkins  University,  stated  that  he 
had  seen  signs  of  hypothyroidism  in  a few  in- 
fants with  low  BEI’s.  These  infants  were  born 
to  mothers  who  had  been  treated  with  propyl- 
thiouracil. The  children  tended  to  have  goiters. 
These  children  who  were  treated  with  thyroid 
eventually  developed  normal  thyroid  function 
and  mental  development  was  good.  He  had  had 
no  experience  with  any  infant  who  had  deve- 
loped a transient  hypothyroidism  in  the  absence 
of  intake  of  drugs. 

A letter  from  Doctor  Richard  Koch,  associate 
professor  of  pediatrics  at  the  University  of 
Southern  California  School  of  Medicine,  stated 
that  he  had  found  several  physicians,  including 
himself  who  had  had  similar  experiences  to  that 
of  this  writer.  He  mentioned  that  he  had  one 
patient  who  was  a florid  cretin  at  3 years  of  age. 
This  child  was  able  to  come  off  the  medication 
gradually  and  remained  well.  He  stated:  “The 
answer  to  this  problem  seems  to  be  in  the  pres- 
ence of  maternal  thyroid  antibodies  causing  fetal 
thyroid  inactivity  for  several  months  following 
birth.  I have  not  seen  many  cases  reported  docu- 
menting this  point,  but  it  does  seem  reasonable.” 

Summary  and  Conclusions: 

It  would  seem  that  the  experience  gained  at 
this  clinic  regarding  cases  of  previously  diag- 
nosed hypothyroidism,  which  subsequently  were 
shown  to  the  euthyroid,  is  national.  It  would  also 
seem  that  the  phenomenon  of  transient  hypo- 
thyroidism in  infants  is  a distinct  possibility  fol- 
lowing the  maternal  ingestion  of  certain  drugs, 
although  these  patients  are  expected  to  show 
goiters.  Most  authorities  contacted  by  this  author 
tend  to  feel  that  there  is  a great  likelihood  that 
the  original  diagnosis  of  hypothyroidism  was  in 
error  in  cases  of  mental  retardates  whose  thyroid 
function  studies  are  later  found  to  be  normal. 
The  presence  of  maternal  thyroid  antibodies, 
which  would  result  in  deleterious  action  on  the 
infant  thyroid  for  a considerable  period  after 
birth,  was  advanced  by  one  experienced  worker 
as  a iikely  explanation  for  transient  liypothyroiid- 
ism.  This  subject  certainly  is  intriguing  and  war- 
rants further  observation  and  study. 

Psychological  testing  at  the  Child  Evaluation 
Center  was  done  by  Herbert  L.  Collier,  Ph.D. 


216 


Arizona  Medicine 


Surgical  Exposure  in  the  Upper  Abdomen 
(New  Application  of  an  Old  Treatment) 


David  C.  James,  M.D.,  F.A.C.S. 


Exposure  in  Ihe  upper  abdomen  can,  at  times,  be  a difficult  problem.  The 
author  has  simplified  this  problem  by  converting  an  Overholt  Scapula  Re- 
tractor into  an  upper  abdominal  (iron  intern)  retractor,  greatly  facilitating 
surgery  in  the  upper  abdomen. 


Exposure  in  the  upper  abdomen  can  be  a 
real  problem  to  the  surgeon  operating  in  this 
area.  Especially  is  this  true  in  most  general 
hospitals  where  the  surgical  team  consists  of  the 
operating  surgeon  and  one  assistant  only.  Since 
the  majority  of  surgery  in  this  country  is  per- 
formed in  community  hospitals  of  all  sizes  out- 
side of  teaching  institutions,  it  is  readily  ap- 
parent how  widespread  this  problem  may  be.  It 
is  less  acute  in  University  teaching  hospitals 
where  the  pyramidal  system  allows  for  two  and 
three  assistants  on  all  upper  abdominal  opera- 
tions. 

In  1959  the  author  began  to  look  for  some 
type  of  mechanical  retraction  device  which 
would  facilitate  surgery  in  the  upper  quadrants, 
not  necessarily  a new  instrument,  but  an  instru- 
ment which  could  be  used  with  ease,  which 


would  give  better  exposure,  and  would  not  harm 
the  patient  either  during  its  use  or  in  the  post- 
operative period.  He  recalled  the  use  of  the 
old  Overholt  Scapula  Retractor  devised  and 
described  by  Dr.  Richard  H.  Overholtk  of  Bos- 
ton, Massachusetts,  in  1939,  for  retraction  of  the 
scapula  during  thoracic  procedures.  Fortunately, 
such  a retractor  was  available  to  the  author,  as 
indicated  below,  and  since  1959  this  instrument 
has  been  used  in  innumerable  upper  abdominal 
procedures  and  has  been  found  to  greatly  facili- 
tate the  surgery  and  reduce  the  time  of  surgery 
required  for  any  given  procedure. 

The  Retractor 

The  original  instrument  is  usaljle  for  upper 
abdominal  surgery  with  a minimum  amount  of' 
modifications.  The  only  modifications  effected 
by  the  author  v^ere  to  remove  the  screv's  of  the 
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reel  and  to  turn  the  reel  upside  down  on  its 
stem  in  order  to  place  the  release  (Fig.  1-b) 
uppermost  away  from  the  ether  screen  where  it 
would  be  more  readily  accessible.  The  only  other 
modification  was  to  make  a new  rail  elamp,  as 
indicated  in  Figure  1-d,  which  allows  the  post 
to  be  positioned  more  over  the  midline  of  the 
patient,  as  shown  in  Figures  2 and  3.  When  used 
for  more  upward  and  lateral  retraction,  as  for 
gall  bladder  or  common  duct  surgery,  the  orig- 
inal rail  clamp  (Figure  1-c)  is  employed  to  posi- 
tion the  post  out  of  the  sterile  operative  field  as 
shown  in  Figures  4 and  5.  Figure  6 shows  the 
retractor  placed  for  surgery  in  the  right  upper 
quadrant,  as  for  cholecystectomy  or  common 
duct  exploration.  Figure  7 shows  the  retractor 
positioned  for  surgery  in  the  left  upper  quadrant, 
such  as  for  hiatus  herniorrhaphy  ( abdominal  ap- 
proach), vagotomy,  splenectomy,  gastric  pro- 
cedures, pancreatic  procedures,  etc.  Figure  8 
shows  the  excellent  exposure  obtained  for  chole- 
cystectomy and  common  duct  exploration  with 
a combination  of  the  standard  Balfour  retractor 
and  the  Overholt  retractor  under  discussion. 


Figure  1 


Figure  3 
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Figure  6 


Figure  4 


Figiu-e  5 
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Figure  8 


Manner  of  Use 

The  patient  is  positioned  a little  lower  on  the 
operating  table  than  nsnal,  the  rail  clamp  suit- 
able for  the  operative  procedure  to  be  under- 
taken is  selected  and  placed  on  the  operating 
table  rail  either  to  the  left  or  right,  depending 
upon  the  surgery  to  be  performed.  The  post 
(Figure  1-a)  is  then  dropped  down  through  the 
rail  clamp.  It  is  not  necessary  to  sterilize  the  post. 
The  ether  screen  is  then  positioned  immediate- 
ly caudad  to  the  post  with  about  one  inch  of 
the  post  projecting  above  the  level  of  the  ether 
screen,  as  shown  in  Figure  5.  The  usual  prepara- 
tion of  the  skin  is  carried  out.  The  operative  field 
is  draped  off  with  towels  and  the  laparotomy 
sheet  is  then  positioned  to  pass  down  between 
the  ether  screen  and  the  retractor  post.  The  stem 
of  the  reel  is  then  dropped  down  into  the  socket 
of  the  post  after  a sterile  towel  or  eye  sheet  is 
clipped  around  the  stem  of  the  reel  with  a towel 
clip,  as  shown  in  Figure  7.  The  reel  and  the  re- 
tractor are,  of  course,  sterilized,  either  at  the 
time  of  surgery  or  the  night  before.  A folded 
laparotom.y  tape  is  placed  around  the  upper 
limits  of  the  abdominal  wall  incision  for  padding 


and  the  blade  is  then  positioned  over  this  pad- 
ding and  traction  is  applied  with  the  reel.  Suf- 
ficient traction  is  employed  to  elevate  the  rib 
cage  as  required  for  the  particular  procedure. 
This  retraction  does  not  interfere  with  diaph- 
ragmatic activity  and,  therefore,  does  not  inter- 
fere with  adequate  ventilation  of  the  patient. 

Commenis  and  Conclusions 

The  Overholt  Retractor  described  herein  has 
been  used  for  a great  number  of  operations,  as 
described,  in  the  upper  abdominal  cavity  by  the 
author  as  well  as  other  surgeons  in  this  com- 
munity. Because  of  the  increased  facility  with 
which  surgery  can  be  accomplished  in  the  upper 
abdominal  quadrants,  the  demand  for  the  re- 
tractor in  this  community  is  great.  If  the  re- 
tractor is  in  use,  surgeons  in  this  community 
have  been  known  to  delay  operation  until  it  was 
available.  One  surgical  team  in  this  community 
had  a similar  retractor  made  locally  at  consid- 
erable expense  because  of  the  aid  afforded  them 
in  surgery  in  the  upper  abdomen  by  this  type  of 
retractor.  If  proper  padding  is  employed,  as  de- 
scribed above,  patients  have  less  postoperative 
discomfort  in  the  incisional  area  where  this  type 
of  retraction  is  employed  than  where  manual  re- 
traction by  an  assistant  is  used.  Probably  the 
greatest  advantage  of  the  retractor,  in  addition 
to  the  exposure  which  it  affords,  is  the  fact  that 
the  assistant  and  surgeon  have  their  hands  left 
free  to  accomplish  the  surgery  being  done. 
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New  from  Du  Pont 

Symmetrel 

(Amantadine  HCl) 

first  oral  chemical  virostat  for  the  prevention  of  influenza  A2 


Influenza  virus 

Protein  shell  enclosing 
the  core  of  nucleic 
acid  (RNA) — artist’s 
representation 


3^ 


:) 


The  incidence  of  influenza  A2.  In  this  country,  where  influenza  is  one  of  the  leading 
causes  of  morbidity,  influenza  A2  (Asian)  continues  to  be  a serious  medical  problem.  In  1957 
influenza  A2  was  responsible  for  approximately  40,000  excess  deaths  in  a three-month  period. 
Sinee  that  year  the  most  prevalent  influenza  virus  has  been  A2  (Asian). 


What  is  Symnietrel®?  "Symmetrel"  (amantadine  HCl)  is  a new  synthetic  chemical  which 
acts  as  a molecular  barrier  to  virus  penetration.  It  provides  for  the  first  time  specific  oral  medi- 
cation for  the  prevention  of  respiratory  infections  caused  by  influenza  A2  (Asian)  viruses — an 
entirely  new  approach  in  preventive  medicine. 


For  prescribing  information,  see  last  page  of  this  presentation 


What  Symmetrel®  (amantadine  HCl)  means  to  you 

. the  first  and  only  oral  chemical  agent  to  prevent  influenza  (Asian). 

.not  a vaccine  or  antibiotic,  but  a new  synthetic  chemical  unrelated  to  any  other  chemotherapeutic  agent, 
.unique  mode  of  action:  prevents  virus  penetration  of  the  host  cell  without  affecting  vital  cell  functions, 
.specifically  active  against  all  influenza  A^,  viruses  tested  to  date. 

.not  indicated  for  the  prevention  of  influenzal  or  respiratory  illness  other  than  influenza  A.,  or  for  the 
treatment  of  established  disease. 

.does  not  interfere  with  normal  antibody  response;  acts  in  concert  with  pre-existing  antibody. 

What  Symmetrel®  means  to  your  patient 

.possible  immediate  influenza  A;_,  protection  when  taken  following  suspected  contact. 

.may  be  particularly  useful  during  outbreaks  or  epidemics  and  for  high-risk  patients  in  whom  the  occur- 
rence of  influenza  A2  is  especially  hazardous. 

.a  high  degree  of  safety  in  clinical  use. 

. simple  once  daily  or  b.i.d.  dosage. 


The  mode  of  action  of  Symmetrel® 


How  the  influenza  virus  invades  and  destroys  the  untreated  cell 


VACUOLE 


1 Viruses  outside  the  cell  attach  them- 
selves to  specific  cell  receptor  areas 


2 The  virus  is  incorporated  into  a vac- 
uole within  the  cell.  From  this  vacuole 
the  virus  nucleic  acid  passes  into  the 
cell  cytoplasm 


3 The  virus  nucleic  acid  then  directs 
the  cell  to  produce  both  new  virus  nu- 
cleic acid  and  virus  protein  coat  ma- 
terial which  aggregate  to  form  new 
virus  particles.  This  process  leads  to 
the  release  of  new  virus  particles  and 
eventual  destruction  of  the  cell 


How  Symmetrel®  (Amantadine  HCl)  prevents  virus  invasion^ 


Our  current  knowledge  leads  us  to  believe  “Symmetrel”  acts  as  a molecular  barrier  to  influenza  virus  penetration. 
Shown  here  in  a greatly  enlarged  section,  “Symmetrel” — located  at  the  cellular  membrane — effectively  prevents 
(blocks)  virus  penetration.  Thus,  “Symmetrel”  does  not  directly  destroy  the  virus  particle  but  acting  as  a virostat 
prevents  the  cycle  of  virus  penetration,  virus  replication,  and  cell  destruction  that  is  characteristic  of  virus 
invasion  of  animal  cells  (tissue).  Artist’s  conception  based  on  current  scientific  knowledge. 

1.  "Mode  of  Action  of  the  Antiviral  Activity  of  Amantadine  in  Tissue  Culture",  Hoffmann,  C.  E.;  Neumayer,  E.  M.;  Half,  R.  F.;  and  Goldsby, 
R.  A.,  Journal  of  Bacteriology  90,623  (1965). 


Safety  of  Symmetrel®  Confirmed.  When  used  as* indicated,  is  generally  well  tolerated.  No  kidney, 
liver,  bone  marrow,  or  hematological  disturbances  have  been  observed. 


Prescribing  Information 

Indications:  "Symmetrel”  is  indicated  for  the  preven- 
tion (prophylaxis)  of  influenza  Ao  in  persons  of  all  age 
groups.  Early  use  is  recommended,  preferably  before 
or  as  soon  as  possible  after  actual  or  suspected  con- 
tact with  individuals  suffering  from  influenza  Ao. 
"Symmetrel”  should  especially  be  considered  for 
high  influenza-risk  patient  groups  such  as  those  suf- 
fering from  chronic  debilitating  diseases  and  elderly 
persons. 

Contraindications:  Not  indicated  for  the  prevention 
of  influenzal  or  respiratory  illness  other  than  influ- 
enza A2  or  for  the  treatment  of  established  disease. 
Warnings:  Administration  to  patients  with  central 
nervous  system  disease,  particularly  geriatric  patients 
with  cerebral  arteriosclerosis,  and  patients  with  a 
history  of  epilepsy  or  other  "seizures,”  requires  strict 
observation  for  possible  untoward  effects  (see  Ad- 
verse Reactions).  Patients  taking  psychopharmaco- 
logic  drugs,  central  nervous  system  stimulants,  or 
alcoholic  beverages  should  be  observed  for  possible 
evidence  of  intolerance.  Those  patients  who  experi- 
ence central  nervous  system  effects  or  blurring  of 
vision  should  be  cautioned  against  driving  or  working 
in  situations  where  alertness  is  important. 

No  teratogenic  effects  have  been  seen  in  reproduc- 
tive studies  in  rats  and  rabbits.  Studies  in  pregnant 
women  have,  however,  not  been  done  and  use  of  this 
drug  in  women  of  childbearing  age  should  be  under- 
taken only  after  weighing  the  possible  risks  to  the 
fetus  against  benefit  to  the  pregnant  patient.  It  should 
not  be  administered  to  nursing  mothers  since  it  is  not 
known  whether  the  drug  is  secreted  in  the  milk. 
Precautions:  Ineffective  against  bacterial  infections. 
Patients  should  be  observed  for  idiosyncratic  reac- 
tions as  with  all  new  drugs.  Geriatric  patients  with 
pre-existing  serious  medical  illnesses  with  mental  or 
physical  deterioration  should  be  followed  carefully 
medically  while  taking  "Symmetrel.”  (See  Adverse 
Reactions.) 

Adverse  Reactions:  With  higher  than  indicated  doses 
manifestations  of  central  nervous  system  effects  such 


as  nervousness,  insomnia,  dizziness,  lightheadedness, 
drunken  feeling,  slurred  speech,  ataxia,  inability  to 
concentrate  and  some  psychic  reactions  including  de- 
pression and  feelings  of  detachment  were  seen.  Occa- 
sional blurred  vision  was  reported  at  higher  doses. 
Some  of  the  milder  and  less  pronounced  symptoms 
above  have  been  reported  in  a small  number  of  pa- 
tients taking  the  recommended  dosage  of  200  mg  per 
day.  Those  were  mostly  transient  and  disappeared 
with  continued  administration  of  the  drug.  Some  geri- 
atric patients  developed  paranoid  or  hallucinatory 
behavior  and  became  unmanageable  while  taking  200 
mg  daily.  Medically  unselected  seriously  deteriorated 
geriatric  patients  showed  poor  clinical  tolerance  after 
several  weeks  of  daily  dosing  with  200  mg  per  day. 
One  elderly  patient  with  a history  of  prior  cerebro- 
vascular accident  developed  visual  hallucinations  and 
grand-mal  convulsions  while  on  drug  at  800  mg  per 
day.  Some  cases  of  dry  mouth,  gastrointestinal  upset 
and  skin  rash  and  rarely,  tremors,  anorexia,  pollaki- 
uria,  and  nocturia  have  been  also  reported. 

Safety:  When  used  as  indicated,  is  generally  well  tol- 
erated. No  kidney,  liver,  bone  marrow,  or  hematolo- 
gical disturbances  have  been  observed. 

Dosage:  Adults:  Two  100  mg  capsules  (or  4 teaspoon- 
fuls of  syrup)  as  a single  daily  dose  or  the  daily  dose 
may  be  divided  into  one  capsule  of  100  mg  (or  2 tea- 
spoonfuls of  syrup)  twice  a day. 

Children:  1 yr. — 9 yrs.  of  age:  Calculate  total  daily  dose 
on  the  basis  of  2 mg  to  4 mg  per  pound  of  body  weight 
per  day  (but  not  to  exceed  150  mg  per  day ) . Daily  dose, 
given  as  the  syrup,  should  be  given  in  2 or  3 equal 
portions. 

9 yrs. — 12  yrs.  of  age:  Total  daily  dose  200  mg  given  as 
one  capsule  of  100  mg  (or  2 teaspoonfuls  of  syrup) 
twice  a day. 

How  Supplied:  Capsules:  Bottles  of  100.  Each  red, 
gelatin  capsule  contains  100  mg  amantadine  HCl. 
Syrup:  Bottles  of  1 pint.  Each  5 ml  (1  teaspoonful) 
contains  50  mg  amantadine  HCl. 
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Precautions:  Keep  out  of  reach  of  children.  Care- 
fully supervise  dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose  themselves. 
Excessive  prolonged  use  of  meprobamate  may 
result  in  dependence  or  habituation  in  susceptible 
persons— as  ex-addicts,  alcoholics,  severe  psycho- 
neurotics. Withdraw  gradually  after  prolonged  high 
dosage  to  avoid  possibly  severe  withdrawal  reac- 
tions including  epileptiform  seizures,  Warn  patients 
of  possible  reduced  alcohol  tolerance.  If  drowsiness, 
, ataxia  or  visual  disturbances  occur,  reduce  dose.  If 
; symptoms  persist,  caution  patients  against  operat- 
•;  ing  machinery  or  driving.  Give  cautiously  to  patients 
Iwith  suicidal  tendencies.  Treat  attempted  suicide 
|with  immediate  gastric  lavage  and  appropriate 
.supportive  therapy 

Side  Effects:  Ethoheptazine  and  aspirin  may  oc- 
casionally cause  nausea,  vomiting,  epigastric  dis- 
tress, and  rarely  dizziness  and  CNS  depression. 
|)verdosage  may  result  in  salicylate  intoxication, 
l/leprobamate  rarely  causes  allergic  or  idiosyncratic 
Reactions.  These  reactions,  sometimes  severe,  can 
develop  in  patients  receiving  only  1 to  4 doses  who 
ihave  had  no  previous  contact  with  meprobamate. 
Mild  reactions  are  characterized  by  urticarial  or 
erythematous  maculopapular  rash.  Acute  non- 
thrombocytopenic purpura  with  petechiae,  ecchy- 
moses,  peripheral  edema  and  fever  have  been 
reported.  Meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely 
include  angioedema,  bronchial  spasms,  fever,  faint 
ing  spells,  hypotensive  crises  (1  fatal  case),  ana 
phylaxis,  stomatitis  and  proctitis  (1  case)  and  hyper 
thermia.  A few  cases  of  leukopenia,  usually  transient 
have  been  reported  following  prolonged  dosage 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case) 
thrombocytopenic  purpura,  agranulocytosis,  and 
hemolytic  anemia  have  been  reported;  almost  al 
ways,  in  the  presence  of  known  toxic  agents. 
Contraindications : History  of  sensitivity  or  severe 
intolerance  to  aspirin  or  meprobamate. 
Composition  : 150  mg.  meprobamate,  75  mg.  etho- 
heptazine citrate  and  250  mg.  aspirin  per  tablet. 
Wyeth  Laboratories  Philadelphia,  Pa. 


weighing 
on  his 

mind. 

too 


When  pain  evokes  anxiety  and 
tension,  thereby  heightening  pa- 
tient discomfort,  a simple  anal- 
gesic may  only  touch  on  part  of 
the  problem. 

This  single-prescription,  non- 
narcotic product,  however, 
usually  provides  effective  anal- 
gesia and  helps  put  the  patient’s 
mind  at  ease. 


in 

di^lk 

disorders: 


B and  C vitamins  aid  thevapy.  Nausea,  vomiting,  and  severe  diarrhea  may 
seriously  interfere  with  the  digestion  and  absorption  of  nutrients.  STRESSCAPS 
capsules,  containing  therapeutic  quantities  of  vitamins  B and  C,  may  help  meet 
the  needs  of  these  patients.  In  digestive  disorders,  as  in  many  stress  conditions, 
STRESSCAPS  vitamins  aid  therapy. 

Each  capsule  contains; 

Vitamin  B,  (as  Thiamine  Mononitrate)  10  mg 
Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  B4  (Pyridoxine  HCi)  2 mg 

Vitamin  Bu  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 

Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin, deficien- 
cies. Supplied  in  decorative  "reminder” 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 

692—6—3943 
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In  reading  over  what  is  to  follow,  it  would 
appear  that  I am  pontificating.  Inasmuch  as  I 
am  far  from  Simon-pure  and  in  no  position  to 
act  the  sage,  I hasten  to  add  that  this  is  written 
because  I think  it  needs  to  be  said,  and  I have 
little  time  left  in  office  to  say  it. 


We  would  have  far  fewer  public  relations 
problems  if  we  communicated  as  skillfully  as  we 
practice  the  art  of  medicine. 

The  physician’s  image  is  made  up  not  only  of 
his  own  personality,  but  that  of  his  office  per- 
sonnel as  well,  and  they  frequently  communicate 
less  skillfully  with  patients  than  the  doctor  him- 
self. As  a matter  of  fact,  the  doctor  often  has 
no  idea  just  what  kind  of  communication  is  going 
on  in  his  name. 

I once  heard  a colleague’s  receptionist  say  over 
the  phone,  “I  don’t  have  the  faintest  idea  where 
he  is,  he  didn’t  let  me  know  where  he  was  going!” 


How  much  better  if  she  had  said,  “I’ll  locate  him 
and  have  him  call  you.” 

On  another  occasion  the  secretary  of  a doctor- 
told  a patient  who  had  been  referred  to  that 
office,  “The  doctor  couldn’t  possibly  see  you 
for  at  least  six  weeks.”  This  may  have  been  her 
idea  of  the  proper  way  to  impress  the  patient 
with  the  popularity  of  her  boss,  but  the  truth 
of  the  matter  was  that  he  had  been  griping  in 
the  dressing  room  the  day  before  about  practice 
being  slack. 

I know  of  examples  where  all  sorts  of  stumb- 
ling blocks  were  put  in  the  path  of  a patient 
seeking  to  consult  with  the  doctor.  Finally  anoth- 
er physician  was  seen  who  had  a more  coopera- 
tive and  accommodating  secretary  and  a busier 
practice.  His  girl  recognized  the  worry  and 
fright  in  the  situation  and  made  a lifetime  friend 
for  that  office. 

The  lack  of  courtesy  shown  by  some  of  our 
office  help  reflects  great  discredit  on  the  phys- 
ician employer  and  the  profession  as  a whole. 
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Consideration  of  manners  and  demeanor  cannot 
be  dismissed  as  frivolous  or  unimportant.  They 
are  significant  elements  in  the  lives  of  all  of  us. 
In  any  profession,  our  accomplishments  are  en- 
hanced by  the  observance  of  decorum  and  man- 
ners, and  demonstration  of  concern. 

Perhaps  manners  have  progressively  deterior- 
ated as  we  have  reached  from  the  patriarchal 
stage  to  the  affluent  age  of  the  Great  Society. 
The  growth  of  the  democratie  spirit  promotes  the 
acceptance  of  bad  manners  as  a demonstration 
of  freedom.  We,  particularly  as  physicians,  have 
duties  as  well  as  liberties,  and  so  do  our  office 
help. 

A pet  peeve  is  to  call  a colleague  and  be  told 
by  some  female  voice,  “He  can’t  talk  to  you  now, 
he’s  with  a patient.”  My  response  is  that  I’d  be 
with  a patient  too  if  I wasn’t  trying  to  talk  with 
her  boss.  When  the  talk  isn’t  urgent,  I initially 
ask  her  to  have  him  call  when  it  is  convenient; 
but  when  I ask  to  speak  to  the  doctor  after  ident- 
ifying myself,  I expect  her  to  at  least  notify  him 
and  let  him  decide  if  he  can  talk  or  call  me  back. 

One  doctor  told  me  that  his  secretary  had  been 
alienating  his  referring  doctors  for  months  and 
he  didn’t  know  about  it  until  he  overheard  her 
giving  short  shrift  to  another  doctor’s  secretary. 

Another  pet  peeve  is  to  be  called  to  the  phone 
to  talk  to  another  doctor  and  hear  his  gal  Friday 
say,  “He’ll  be  right  with  you!”  and  then  wait 
and  wait  and  wait!  If  we  are  this  discourteous 
to  each  other,  how  much  more  discourteous  may 
we  be  toward  our  patients?  How  is  your  secre- 
tary handling  your  affairs? 

Someone  said,  “Manners  are  more  important 
than  laws.  The  law  touehes  us  only  here  and 
there  and  now  and  then;  manners  vex  or  please 
us,  exalt  or  debase  us,  constantly.”  Moses,  the 
great  law  giver,  entered  the  field  of  manners 
too.  He  went  beyond  the  “musts”  of  a well 
organized  society,  and  prescribed  the  conduct  of 
a gentleman:  To  be  gentle  with  those  afflicted, 
to  refrain  from  gossip,  to  respect  the  aged,  and 
to  be  kind  even  to  strangers. 


Overhearing  some  doctors  talking  to  their 
patients  gives  me  the  impression  that  this  is 
indeed  a seller’s  market  and  that  the  doctor 
shortage  is  more  acute  that  we  had  feared.  It’s 
fine  to  be  authoritative,  it’s  another  thing  to  be 
pompous  and  dictatorial. 

Combine  rudeness  with  the  fact  that  the  patient 
doesn’t  understand  our  attempts  to  communicate 
with  him,  and  we  have  a deep  problem  to  con- 
tend with. 


When  I first  began  practice,  I found  it  nec- 
essary to  eover  my  own  insecurity  with  involved 
explanations  full  of  teehnical  terms.  Later  on 
it  was  obvious  that  the  patient  didn’t  under- 
stand or  had  a misconception  of  what  was  told 
him.  With  increasing  age,  the  long  technical  and 
authoritative  explanations  and  descriptions 
changed  to  an  attitude  of,  “just  put  yourself  in 
my  hands,  you  couldn’t  understand  anyway.”  Ob- 
viously, both  of  these  approaches  are  wrong,  and 
if  not  actually  discourteous  were  designed  to 
demonstrate  superiority,  and  on  that  account 
contain  an  element  of  rudness. 


Man  is  fighting  a constant  battle  against  obliv- 
ion and  despises  being  taken  for  granted.  The 
craving  of  people  for  personal  recognition  is  a 
deep  and  fundamental  need.  Our  communieation 
with  patients  should  make  them  feel  important 
and  capable  of  understanding. 

The  loss  of  temper  is  a fault  of  mine  and  of 
many.  Surely  there  is  provoeation  aplenty  from 
time  to  time  in  dealing  with  the  public,  but  loss 
of  temper  loses  also  common  sense,  sense  of 
dignity  and  feeling  for  justice.  Usually  the  pa- 
tient or  a member  of  the  family  is  frightened,  and 
angry  also.  In  a situation  like  this,  loss  of  com- 
posure will  never  disarm  our  opponents.  We 
belittle  our  dignity  when  we  allow  a discourteous 
patient  or  relative  to  set  the  pattern  for  our 
reply. 

The  author  of  the  Bank  of  Canada’s  monthly 
letter,  whose  name  I do  not  know,  said  that,  “A 
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dense  of  participation  and  sharing  characterizes 
successful  communication,  and  this  is  helped 
^\'hen  you  convey  something  of  your  feelings 
and  motives.” 

One  important  professional  characteristic  is 
the  ability  to  communicate  two  ways,  outward 
and  inward.  When  speaking  to  a patient,  we 
should  give  him  the  opportunity  to  apprehend 
our  meaning  readily  and  precisely,  and  to  give 
him  the  opportunity  to  e.xpress  his  thoughts  and 
to  ask  (juestions.  Such  conversations  should  con- 
tain a certain  grace  and  urbanity;  never  a cold 
clinical  discussion  beyond  the  patient’s  compre- 
hension. 

It  isn’t  very  satisfactory  merely  to  clear  the 
patient’s  mind  of  error.  It  is  equally  necessary 
to  set  it  thinking  correctly.  It  is  basic  that  an  ex- 
pression of  consideration  and  good  will  is  car- 
ried by  manners  that,  as  Lindsay  Beaton  said, 
if  not  courtly  are  at  least  civil. 

The  first  thing  a patient  responds  to  is  friend- 
liness, yet  some  of  us  act  as  if  it  was  an  impo- 
sition for  a patient  to  make  demands  on  our 
valuable  time.  What  indeed  is  our  function  if  it 
isn’t  to  heal  with  gentleness  and  sympathy? 

A matter-of-fact,  impersonal  routine  has  done 
more  to  destory  the  physician-patient  relation- 
ship that  is  so  very  important  to  successful  treat- 
ment than  any  other  threat  to  the  physician. 

An  airline  time-table  is  a fine  place  for  dog- 
matism, but  not  in  communication  with  the  sick. 
Let’s  show  our  patients  that  we  too  are  human 
and  remind  them  that  we  also  die  of  the  same 
diseases  we  profess  to  cure. 

Let  us  also  show  increased  consideration  and 
courtesy  to  each  other,  as  well  as  to  our  patients 
and  tlieir  relatives.  Ours  is  a difficult  task  and 
frequently  we  feel  put  upon  by  severe  patho- 
logical processes,  uncooperative  patients  and  rel- 
atives, long  hours  and  lack  of  appreciation.  Dif- 
ficult tasks  call  for  greatness  of  spirit.  Physicians 
have  always  had  this  in  abundance  and  we  need 
it  especially  in  these  times. 
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EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


iS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  Illg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & GO.,  INC. 

RICHMOND,  VIRGINI.A  23217 

Manufacturers  oj  ethical  pharmaceuticals  since  1856  FJ 


Tandearir 

oxyphenbutazone 


Therapeutic  £//ects.' Tandearil  is  a nonhormonal  compound 
which  may  rapidly  resolve  Inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  Impair  Immune  responses.  Its  value 
In  osteoarthritis  Is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal,  hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information,  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy 


Tandearir  helps  osteoarthritic 
oxyphenbutazone  jojnts  movG  again 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  I.L.:  3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

Watts,  T W.,  Jr. : T reatment  of  Rheu- 

TA-4919  PC 

matoid  Disorders  with  Oxyphenbu- 
tazone, Clin  Med.  73:65,  1966. 

84.6%  of  39  patients 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology— long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are.- 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine  — both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood— specific  test  for  intact  red  ceils,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  Inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


(color  charts 


/XIN/IES 


OSIGS 


America’s  largest-selling  charcoal-tip  cigarette 


©The  American  Tobacco  Company 

. , 


Tareyton...with  the  taste  worth  fighting  for 
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IT’S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
^ FACE.  ^ 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs^ 

(Dimetane®  Ibrompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


In  sinusitis,  colds,  or  U.R.I., 

Dimetapp  lets  congested  patients 
breathe  easy  again.  Each  Extentab 
brings  welcome  relief  all  day  or  all  night, 
usually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
Dimetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
histamine reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,* 
teamed  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine- 
in  a dependable  10-  to  12-hour  form. 

•Schiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 
J.  Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 
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DEPARTMENT  OF  PATHOLOGY 


As  this  issue  of  ARIZONA  MEDICINE  ar- 
rives on  your  desk  we  find  ourselves  in  a par- 
ticularly good  position  to  report  progress.  Our 
Basic  Sciences  Building  has  been  “topped  off” 
and  is  now  completely  enclosed.  The  contractor 
assures  us  that  the  building  program  is  still 
on  schedule  and  that  we  will  be  able  to  occupy 
it  this  July,  in  time  for  the  admission  of  our  first 
class  in  September.  Meanwhile,  the  $8,000,000  in 
bonds  which  were  authorized  by  the  state  legis- 
lature have  been  matched  successfully  with  the 
U.S.  Public  Health  Service,  resulting  in  an  award 
of  $14,000,000  toward  the  construction  of  clinical 
facilities.  The  preliminary  schematic  design  of 
these  facilities  is  now  complete  and  we  have 
started  the  “working”  drawings.  These  should  be 
finished  late  next  fall,  after  which  we  can  request 
bids,  go  to  contract  and  break  ground. 

This  degree  of  progress  has  made  it  possible 
for  us  to  start  shifting  our  emphasis  away  from 
bricks  and  mortar  and  toward  people.  Specific- 
ally, we  are  now  actively  identifying  those  peo- 
ple who  are  qualified  professionally,  and  com- 
patible geographically,  to  serve  as  heads  of  the 
major  academic  departments  in  this  school.  In 
earlier  months,  on  this  page,  we  introduced  to 
you  the  Librarian,  the  Director  of  our  Multi- 
discipline Laboratories  and  the  Heads  of  our 
Departments  of  Anatomy  and  Medicine.  Re- 
cently, we  have  been  concentrating  on  three  new 
areas:  pathology,  physiology  and  biochemistry. 
This  month,  and  again  ne.xt  month,  we  will  intro- 
duce to  you  the  men  we  have  invited  to  Arizona 
for  the  purpose  of  developing  the  programs  in 
these  three  areas.  We  will  start  with  the  Depart- 
ment of  Pathology. 

Jack  M.  Layton  was  born  in  Ossian,  Iowa  in 
1917,  was  valedictorian  of  his  high  school  class  in 
Cresco  and  received  his  Bachelor’s  Degree,  mag- 
na  cum  laude,  from  Luther  College.  He  received 
his  M.D.  degree  and  his  training  in  pathology 
at  the  University  of  Iowa  and,  except  for  a two- 
year  tour  as  a medical  officer  in  the  U.S.  Navy, 
he  has  served  on  the  teaching  faculty  at  the 
University  of  Iowa  Medical  Center  continuously 


ever  since.  He  is  now  Professor  of  Pathology  at 
that  institution. 

Jack  has  received  a number  of  recognitions 
and  honors.  He  is  a Diplomate  of  the  American 
Board  of  Pathology,  a member  of  the  honorary 
medical  fraternity:  Alpha  Omega  Alpha,  a past 
president  of  the  Society  of  the  Sigma  Xi  at  the 
University  of  Iowa,  the  recipient  of  both  the 
Distinguished  Service  Award  of  the  Iowa  Chapt- 
er of  the  Arthritis  and  Rheumatism  Eoundation 
and  the  Outstanding  Teacher  Award  by  the 
sophomore  class  at  his  institution.  He  is  an  active 
member  of  numerous  state  and  national  profes- 
sional societies  and  has  been  president  of  the 
Iowa  Association  of  Pathologists  as  well  as  a 
member  of  the  Board  of  Directors  of  the  Ameri- 
can Society  of  Clinical  Pathologists. 

Locally,  Dr.  Layton  has  remained  very  active 
in  medical  school  duties  and  in  professional  af- 
fairs in  his  state.  Specifically,  he  has  served  as 
a member  of  the  Executive  Committee,  the  Basic 
Science  Building  Committee,  the  Admissions 
Committee,  the  Dean’s  Advisory  Committee,  the 
Libarary  Committee  and  as  Eaculty  Advisor  to 
the  Student  American  Medical  Association.  In 
his  off-campus  role  he  has  served  as  a member 
of  the  House  of  Delegates  of  the  Iowa  State 
Medical  Society  for  many  years  and  as  Chairman 
of  its  Committees  on  Blood  Banking,  Medical 
Practice,  and  Hospitals  and  Nursing  Plomes.  He 
is  also  a member  of  the  Board  of  Directors  and 
the  Executive  Committee  of  the  Iowa  Medical 
Service  (Blue  Shield). 

Dr.  Layton  has  had  a long-standing  interest 
in  research  involving  the  pathology  of  infectious 
diseases,  virology  and  immunolog>y  and  in  elect- 
ron microscopic  fine  structure  change  in  disease. 
He  has  contributed  extensively  to  the  scientific 
literature  of  these  fields  and  continues  to  \\ork 
productively  in  these  areas  in  s^hte  of  his  many 
other  activities.  Dr.  Layton  was  married  in  1943 
and  has  two  children. 
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Despite  introduction  of  synthetic  substitutes,  efficacy  of  ‘Empirin’ 
Compound  with  Codeine  remains  unchallenged. 

‘Empirin’®  Compound  with  Codeine  Phosphate  gr.  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  Vz  (Warning— May  be  habit 
forming),  Phenacetin  gr.  2Vi,  Aspirin  gr.  3 Vi,  Caffeine  gr.  Vi. 

Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


EDITORIALS 


OUR  PRESSING  PROBLEM 

Philip  H.  Krufzsch,  Ph.D. 


ARIZONA  MEDICINE  proudly  presents  the 
initial  article  emanating  from  the  faculty  of  The 
University  of  Arizona  College  of  Medicine.  Dr. 
Philip  H.  Krutzsch,  Professor  and  Head  of  the 
Department  of  Anatomy,  analyzses  Arizona’s 
Anatomy  Board  and  explains  how  its  implemen- 
tation can  mean  a vital  factor  in  the  success  of 
the  Basic  Sciences  in  the  College  of  Medicine. 

R.  F.  S. 


The  perhaps  dehcate  but  exceedingly  signifi- 
cant question  being  asked  today  as  the  Univer- 
sity of  Arizona  College  of  Medicine  begins 
gathering  the  essential  materials  for  its  teaching 
program  is:  How  can  a guaranteed  supply  of 
human  anatomical  material  be  established  in 
order  to  meet  the  growing  demand  for  bodies 
which  will  be  created  by  the  rising  medical 
school  enrollment  and  the  expanding  need  for 
research  and  the  developing  progarm  of  post- 
graduate training?  A detailed  understanding  of 
the  structure  of  the  human  body  has  always  been 
one  of  the  cornerstones  of  medical  research  and 
education.  The  recent  advances  in  heart  surgery, 
for  example,  have  depended  upon  the  detailed 
anatomical  knowledge  gleaned  through  the  study 
of  the  human  body.  Without  this  opportunity  to 
study  the  human  body,  medical  research  would 
be  stifled  and  medical  practice  and  treatment 
would  become  empirical  and  less  effectual.  Each 
new  medical  and  paramedical  student  must  be 
given  an  opportunity  to  study  the  human  body 
and  to  learn  how  it  mav  be  altered  bv  disease. 
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Thus,  there  is  a continuing  need  for  anatomical 
material. 

The  State  of  Arizona  is  for  the  first  time  facing 
the  problems  of  producing  medical  practitioners 
to  meet  the  growing  demands  of  its  communities 
for  health  care  in  the  years  to  come  and,  unfort- 
unately, the  progressive  decrease  in  anatomical 
material  over  the  last  several  decades  as  wit- 
nessed in  other  states  which  have  well  organized 
programs  for  procurement  offers  a particularly 
knotty  problem  to  be  solved  at  a time  when  there 
is  a dramatically  growing  need  for  practitioners 
in  the  health  sciences.  For  example,  whereas  in 
foiTner  years  two  medical  students  were  assigned 
to  one  anatomical  specimen  for  basic  medical 
study,  more  recently  it  has  become  necessary  to 
assign  from  four  to  six  students  per  body  and, 
even  with  this  dramatic  curtailment,  there  has 
not  always  been  enough  anatomical  material 
in  other  states  to  supply  the  needs  for  basic 
medical  and  paramedical  education.  Under  these 
ctrcumstances,  it  is  clear  that  the  quality  of 
medical  education  might  ultimately  deteriorate 
and  that  this  shortage  of  anatomical  material 
also  might  force  curtailment  and  neglect  of  the 
urgent  needs  of  post-graduate  medical  and  para- 
medical education  and  research.  For  example, 
during  the  residency  training  programs  ( particu- 
larly in  surgery,  physical  medicine  and  other 
related  specialities  that  deal  with  moi'phological 
areas)  doctors  should  be  provided  with  an  op- 
portunity for  advanced  anatomical  study  of 
selected  regions  of  the  body.  It  is  critical  that 
such  needs  be  met. 

Until  recently  most  of  the  anatomical  material 
( using  experience  in  other  states ) has  come 
from  distribution  of  the  unclaimed  dead.  The 
state  law  (of  Arizona)  provides  for  the  receipt 
and  allocation  of  such  human  bodies  to  be  dis- 
tributed to  the  proper  individuals  and  agencies 
for  teaching  and  research  purposes.  In  1951, 
long  before  the  State  of  Arizona  began  its  pro- 
gram for  the  development  of  a College  of  Medi- 
cine, farsighted  legislators  passed  House  Bill  83 
and,  following  its  approval  by  the  Governor  in 
March  of  that  year,  this  bill  set  up  the  Anatomy 
Board  ( ARS  Title  36,  Chapter  7,  Article  1 ) . This 
excellent  enabling  legislation  established  in  1951 
was  followed  by  the  appointment  of  an  initial 
Anatomy  Board.  This  Board  met  only  on  a single 
occasion  and  because  demands  for  human  anat- 


omical material  were  few  it  became  inactive. 
With  the  advent  of  the  College  of  Medicine 
Governor  Sam  Goddard  appointed  an  Anatomy 
Board  in  late  August  of  1966  consisting  of  a 
member  of  the  faeulty  of  the  University  of  Ari- 
zona, a member  of  the  faculty  of  Arizona  State 
University,  a practicing  member  of  the  Arizona 
medical  profession,  a practicing  member  of  the 
Arizona  dental  profession  and  the  Commissioner 
of  Public  Health  who  serves  as  chairman. 

The  wise,  enabling  legislation  passed  in  1951 
made  possible  the  acquisition  of  human  anatomi- 
cal material  which  was  otherwise  unclaimed  for 
use  in  teaching  and  research  in  the  areas  of  the 
health  professions.  Bodies,  thus,  can  be  delivered 
(at  no  expense  to  the  state)  to  hospitals,  colleges 
and  universities,  physicians,  surgeons  and  dent- 
ists who  might  be  deemed  entitled  to  anatomical 
material  for  scientific  and  teaching  purposes. 
Section  804  of  the  enabling  statute  requires 
“every  public  officer,  agent  and  servant  of  the 
state  in  every  county,  city,  town  and  public 
institution  supported  whole  or  in  part  at  public 
expense  having  in  his  or  its  possession  a dead 
human  body  for  burial  at  public  expense  shall 
notify  the  Board  within  24  hours  after  obtaining 
the  body  and,  upon  instruction  from  the  Board, 
to  deliver  such  body  without  fee  or  reward  to 
the  institution  or  person  designated  by  the  Board. 

The  enabling  legislation  also  described  cir- 
cumstances under  which  bodies  are  not  subject 
to  the  Anatomy  Board  distribution:  (1)  If  the 
deceased  person  died  of  smallpox,  diptheria  or 
scarlet  fever;  (2)  If  the  deceased  person  during 
his  last  illness  without  suggestion  or  solication 
requested  to  be  buried  or  cremated;  (3)  If 
within  twenty-four  hours  after  death  or  before 
actual  delivery,  whichever  is  longer,  a person 
claiming  to  be  and  satisfying  the  officer  in  charge 
of  the  body  that  he  is  kindred  or  is  related  by 
marriage  to  the  deceased  or  a duly  authtorized 
representative  thereof,  shall  claim  the  body  for 
burial  or  cremation  or  request  in  writing  that  it 
be  buried  at  public  expense;  and  (4)  If  within 
the  time  specified  in  paragraph  3 of  this  sub- 
section a person  claiming  to  be  and  satisfying  the 
officer  in  charge  of  the  body  that  he  is  a friend 
of  the  deceased  arranges  to  have  the  body  prop- 
erly buried  or  cremated  without  publie  expense. 

The  Anatomy  Board  appointed  in  late  August 
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of  1966  was  directed  by  law  to  begin  work  on 
the  problems  relative  to  identifying  and  provid- 
ing the  essential  human  anatomical  material  de- 
manded by  the  paramedical  post-graduate  med- 
ical and  now  newly  developing  medical  college 
requirements.  It  is  clear  that  such  demands,  in 
order  to  be  met  on  such  short  notice,  will  require 
the  cooperation  and  assistance  of  all  agencies 
described  in  Section  804  as  well  as  those  indi- 
viduals involved  in  fields  of  endeavor  that  deal 
with  health  care  and  public  service  as  demon- 
strated by  the  physician,  private  hospital,  nursing 
home,  sheltered  care  home  and  mortician.  The 
Anatomy  Board  emphatically  needs  this  help  in 
order  to  meet  the  current  and  continuing  needs 
of  these  health-related  programs. 

The  Anatomy  Board  is  currently  developing 
operating  procedures  under  which  it  will  con- 
duct its  business.  Such  rules  and  regulations  as 
are  necessary  to  meet  most  effectively  the  de- 
mands of  the  health  professions  in  order  to 
provide  the  necessary  care  and  services  to  the 
people  of  the  State  of  Arizona  are  being  studied 
with  the  advice  and  counsel  of  those  public 
minded  professions  responsible  for  care  of  the 
living  and  dead.  The  procedures  thus  developed 
will  be  distributed,  upon  approval  of  the  Attor- 
ney General,  to  interested  parties  in  order  that 
the  actions  of  the  Board  can  be  expedited  and 
the  unclaimed  human  bodies  can  be  made  avail- 
able to  their  recipients  at  the  earliest  moment. 

Ideally,  such  cooperative  interest  and  careful 
expediting  of  the  activities  of  the  Board  are 
expected  to  meet  the  demands  for  human  bodies 
by  the  health  professions.  It  is  likely  that  this 
goal  can  be  achieved. 

The  wisdom  of  the  Arizona  fathers  who  passed 
the  1951  enabling  statute  providing  legal  oppor- 
tunity for  the  individual  to  will  his  body  for 
dissection  and  other  scientific  use  was  farsighted. 
In  recent  years,  many  states  have  turned  to  this 
route  in  order  to  meet  the  ever  increasing  de- 
mands for  human  bodies  at  a time  when  such 
anatomical  material  is  rapidly  being  reduced  by 
the  ever  decreasing  number  of  unclaimed  bodies. 
A total  of  forty  states  have  passed  laws  that 
allow  individuals  to  will  their  bodies  or  eyes 
to  medical  sciences.  This  is  in  addition  to  the 
purely  educational  needs  as  we  have  described 
them. 


Another  factor  which  results  in  demands  for 
an  increasing  supply  of  cadavers  is  the  recent 
discovery  that  certain  parts  may  be  removed 
from  a dead  body  to  be  used  in  a living  person 
for  various  restorative  purposes.  Under  these 
circumstances  an  individual  may  donate  his  body 
to  a specific  scientific  institution  for  designated 
action.  For  some  donors  of  limited  income  a 
medical  school  bequest  is  a way  to  spare  the 
family  from  large  funeral  expenses;  however, 
many  people  in  the  middle  and  upper  income 
brackets  also  will  their  bodies.  Under  terms  of 
various  sections  of  the  Law  the  entire  body  can 
be  donated  or  only  a single  part.  Many  of  the 
individuals  who  will  their  bodies  are  people  with 
an  interest  in  science;  many  are  deeply  concerned 
about  their  fellow  man  and  would  like  to  feel 
that  even  after  death  they  can  continue  to  help 
the  living.  In  recent  years  many  of  the  well 
informed  public  who  thought  of  donating  their 
eyes  to  Eye  Banks  have  discovered  that  they  can 
render  a still  greater  service  to  mankind  by 
donating  their  entire  bodies  after  death  for  the 
advancement  of  medical  science.  They  can  ar- 
range for  the  donation  of  their  eyes  for  corneal 
transplantation  and  make  the  additional  gift  of 
a priceless  textbook  of  anatomy.  Tliis  human 
textbook  will  contribute  to  the  knowledge  of 
those  who  will  serve  the  health  needs  of  thous- 
ands during  their  professional  careers.  Recog- 
nizing the  need  for  such  gifts  and  the  sound 
policy  they  manifest,  our  enacted  legislation  pro- 
vides for  the  rights  of  persons  who  wish  to  be- 
queath all  or  parts  of  their  bodies  after  death 

Obviously,  the  decision  to  donate  one’s  body 
for  use  in  medical  teaching  and  research  and  to 
donate  parts  of  it  for  transplantation  is  one 
which  should  be  based  upon  sound  reason  and 
conviction.  It  is  recommended  that  anyone  who 
might  be  considering  such  a donation  discuss  it 
with  his  immediate  family  or  closest  relatives 
and,  if  he  chooses,  with  his  physician,  attorney  or 
clergyman.  If  his  wishes  and  intentions  are  not 
made  known  to  others,  occasionally  all  arrange- 
ments made  by  the  donor  might  be  defeated;  it 
is  also  unlikely  that  his  bequest  will  be  executed 
as  to  the  deceased’s  actual  washes  by  survivors 
who  are  not  prepared  and  informed.  In  recent 
months  this  notable  gesture  of  service  to  their 
fellow  man  has  been  made  by  more  than  325 
Arizonans  who  have  willed  their  bodies  to  the 
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University  of  Arizona  for  research  and  teaching 
purposes. 

During  the  course  of  correspondence  with 
many  of  these  public  minded  individuals  there 
have  been  a number  of  questions  asked  by  those 
seriously  considering  anatomical  donations. 
Therefore,  it  seems  worthy  and  timely  to  con- 
sider a few  of  the  most  common  inquiries  re- 
lating to  the  policies  and  practices  of  the  willing 
of  one’s  body  to  medical  science.  We  will  explore 
some  of  these  questions  since  the  physician, 
funeral  director,  minister  and  attorney  will  prob- 
ably receive  these  same  inquiries  (if  our  exper- 
ience is  a measure  of  normal  confusion). 

Do  diseases  destroij  the  useftdness  of  a bodij? 
Generally  speaking,  no.  Disease  processes  usually 
do  not  reduce  the  value  of  a body  for  teaching 
and  research  and  they  may,  in  fact,  increase 
its  usefulness.  On  the  other  hand,  tissues  may 
be  affected  so  as  to  render  them  unsuitable  for 
transplantation.  State  anatomical  law  precludes 
the  use  of  bodies  of  persons  who  have  died  with 
smallpox,  diptheria  or  scarlet  fever. 

Does  arranging  to  donate  a body  automatically 
take  care  of  donations  to  eye  banks?  No.  Eyes 
to  be  used  for  transplantation  must  be  removed 
within  short  periods  of  time  after  death;  in 
most  instances,  too  much  time  elapses  between 
death  and  delivery  of  a donated  body  to  the 
University  for  eyes  to  be  usable  as  transplants. 
It  is  recommended  that  one  who  wishes  to  donate 
eyes  make  arrangements  directly  with  an  eye 
bank  in  his  area  of  residence.  If  the  body  is  to 
be  bequeathed  following  removal  of  eyes,  it 
is  necessary  to  specify  that  to  the  University. 

What  expenses  to  a family  or  estate  are  con- 
nected with  donating  a body?  None,  unless 
special  arrangements  departing  from  usual  pro- 
cedures of  the  University  are  made. 

What  payments  are  made  in  connection  voith 
donated  bodies?  No  payment  is  made  for  any 
body,  per  se,  but  the  University  does  assume 
expenses  directly  related  to  transportation  of  a 
body  from  any  point  within  the  state  of  Arizona. 

What  circumstances  might  cause  refusal  of  a 
bequest?  Only  extremely  unusual  conditions 
which  might  virtually  destroy  a body  and  thus 
render  it  unusable.  An  explosion  or  particularly 
destructive  automobile  accident  might  provide 


such  conditions;  an  autopsy,  hkewise,  will  make 
a body  valueless  in  teaching  programs. 

Cana  prospective  donor  change  his  mind  after 
he  has  signed  papers  making  the  bequest?  Yes, 
at  any  time  he  wishes  he  may  write  to  the  Uni- 
versity stating  that  the  bequest  has  been  revoked 
and  requesting  return  of  any  signed  instrument 
he  has  sent. 

If  one  wants  to  donate  his  body  but  does  not 
complete  arrangements  prior  to  death,  is  there 
any  way  the  bequest  can  be  completed?  Yes,  if 
his  nearest  relatives  know  of  his  wish  and  care  to 
carry  it  out,  they  may  contact  the  University 
concerning  procedure.  By  executing  simple  forms 
they  can  release  the  body  and  consent  to  its  use 
in  teaching  and  research. 

Except  for  burial,  can  funeral  or  memorial 
services  be  held  prior  to  delivery  of  a body?  Yes, 
arrangements  for  either  type  of  service  can  be 
made  in  the  usual  manner.  If  there  is  to  be  such 
a service,  the  funeral  director  should  be  request- 
ed to  confer  with  the  University  so  that  he  can 
cooperate  in  matters  of  embalming  and  ship- 
ment. The  costs  of  the  funeral  or  memorial  ser- 
vice must  be  paid  by  the  family  or  from  the 
estate  of  the  donor. 

What  reassurance  can  a family  receive  con- 
cerning the  final  disposition  of  donated  bodies? 
The  University  will  arrange  for  the  final  disposi- 
tion of  the  body  by  either  cremation  or  burial 
without  record  which  involves  no  expense  to 
the  family  or  estate  of  the  donor.  If  the  donor  or 
his  family  desires  it,  the  University  will  cooper- 
ate in  special  arrangements  made  for  burial  or 
cremation,  but  expenses  connected  with  such 
arrangements  (including  transportation)  cannot 
be  paid  by  the  University. 

Should  an  outline  of  a medical  history  be  in- 
cluded? No,  other  than  the  cause  of  death  which 
will  be  listed  on  the  death  certificate.  Medical 
histories  are  not  essential. 

What  happens  if  death  occurs  outside  the  geo- 
graphic boundaries  of  Arizona?  The  University 
cannot  provide  payment  for  transporting  the 
body  from  points  outside  the  state  boundaries. 
Therefore,  unless  the  family  can  make  this  pay- 
ment, the  University  will  relinquish  its  claim. 
Under  these  circumstances,  the  University  sug- 
gests that  the  individual  make  arrangements 
with  the  medical  school  in  the  vicinity  of  his 
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out-of-state  residence  and  we  will  provide  infor- 
mation on  how  to  contact  the  nearest  medical 
school  if  desired. 

What  steps  must  be  taken  by  a faynily  at  the 
time  of  death?  If  death  occurs  in  a hospital,  the 
institution  will  store  the  body  until  such  time 
that  the  University  can  be  notified  to  make  ar- 
rangements for  transporting  the  body  to  the 
University.  If  death  occurs  in  a home  etc.  where 
there  are  no  facilities  for  storing  the  body,  a 
local  mortuary  should  be  called  to  pick  up  and 
store  tlie  body  until  the  University  can  be  noti- 
fied to  make  arrangements  for  transporting  the 
body  to  the  University.  Expenses  incurred  in  tliis 
regard  \vill  be  paid  by  the  University. 

How  to  proceed.  The  procedure  for  bequeath- 
ing one’s  body  is  actually  quite  uncomplicated; 
it  involves  only  the  simple  execution  and  distii- 
bution  of  forms  that  are  available  in  the  Depart- 
ment of  Anatomy  of  the  College  of  Medicine 
at  the  University  of  Arizona.  Properly  acknow- 
ledged before  a Notary  Public  or  similar  auth- 
orized official,  they  become  written  instruments 
which  satisfy  all  legal  requirements  governing 
such  gifts.  If  he  wishes,  a donor  may  include  a 
section  concerning  disposition  of  his  body  or 
alluding  to  these  documents  in  his  Last  Will  and 
Testament,  but  tliis  is  not  necessary.  In  fact, 
it  is  recommended  that  the  forms  be  executed 
even  if  the  bequest  is  fully  described  in  a will 
because  in  many  instances  the  contents  of  sueh 
a document  do  not  receive  consideration  until 
many  days  after  death  and  funeral  and  burial 
procedures  may  have  been  completed  whereas 
separate  forms  in  the  hands  of  at  least  two  indi- 
viduals are  almost  eertain  to  receive  attention 
immediately  after  the  donor’s  death.  The  stand- 
ard forms  available  at  the  University  suggest 
advising  the  donor’s  attorney,  minister  and,  most 
important,  his  physician  of  his  desires. 

Consultation.  The  University  stands  ready  to 
assist  and  cooperate  in  this  matter  in  any  way 
possible.  Should  additional  information  be  re- 
quired or  should  there  be  special  problems  con- 
fronting a prospective  donor  please  contact  the 
Department  of  Anatomy  at  the  College  of  Medi- 
cine, University  of  Arizona,  Tucson,  Arizona 
85721,  or  call  884-1505  in  Tucson. 

It  is  clear  that  medical  schools  and  other 
medical  and  paramedical  training  programs  are 


faced  with  difficult  times  in  seeking  out  and 
identifying  sufficient  human  anatomical  material 
to  fulfill  their  responsibilities  to  the  continuing 
education  of  health  profession  practitioners  and 
scientists.  By  receiving  the  thoughtful  and  active 
assistance  of  all  those  concerned  with  the  health 
problems  of  the  living  and  the  care  of  the  dead 
our  programs  will  be  able  to  provide  the  direc- 
tion and  leadership  essential  for  meeting  the 
ever  increasing  demands  on  the  health  profes- 
sions by  the  rapidly  growing  population  of  our 
country  and  the  increased  requirement  for  serv- 
ices that  private  and  Federal  insurance  programs 
are  demanding. 

The  source  of  unclaimed  anatomical  material 
available  to  meet  these  responsibilities  is,  at  this 
early  moment  in  our  developing  programs  in 
the  State  of  Arizona,  not  clearly  defined.  The 
activities  of  the  embryonic  Anatomy  Board  will 
make  themselves  felt  for  the  first  time  later 
this  year.  Since  there  is  no  historical  precedent 
or  little  recorded  data  available  to  assess  the 
possible  productivity  of  the  Anatomy  Board  in 
meeting  these  needs,  the  production  potential 
of  this  source  is  unmeasured.  Hopefully,  the 
interest  and  cooperation  of  the  professional  com- 
munity will  resolve  this  problem  on  the  positive 
side  and  the  educational  needs  of  the  state  will 
be  met.  The  additional  source  of  anatomical 
material  available  through  the  citizen  who  wishes 
to  serve  his  fellow  man  beyond  his  own  lifespan 
and,  thus,  make  his  contribution  to  future  gen- 
erations by  willing  his  body  for  medical  teaching 
and  research  purposes  has  so  intrigued  the 
thoughts  of  the  Arizona  citizens  that,  in  spite 
of  the  fact  that  we  have  had  only  limited  pub- 
licity calling  this  need  to  the  attention  of  the 
people  in  the  state,  we  have  received  over  325 
signed  agreements  (as  stated  earlier)  willing 
their  remains  to  the  University  of  Arizona. 

The  question  before  us  now,  of  course,  is  how 
can  the  physician  best  help  in  meeting  the  needs 
for  human  anatomical  material  faced  by  the 
programs  of  medical  education  in  the  state?  The 
Anatomy  Board  will  shortly  have  ready  for  dis- 
tribution its  procedures  for  operation  which 
describe  routs  via  which  unclaimed  bodies  be- 
come Anatomy  Board  cases.  The  physician  plays 
an  extremely  significant  role  since  \^ery  often 
he  is  in  attendance,  either  at  the  residence  or 
in  an  institution,  when  death  occurs  and  he  will 
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be  responsible  for  filing  the  death  certificate 
and  reporting  tlie  event  to  the  Anatomy  Board. 
It  is  important  that  human  remains  which  come 
under  the  jurisdiction  of  the  Anatomy  Board  be 
reported  at  the  earliest  possible  moment.  Such 
action  will  insure  immediate  handling  and  pre- 
servation of  such  anatomical  specimens  for  teach- 
ing and  scientific  usage. 

Quite  aside  from  the  physician’s  responsibility 
to  the  laws  governing  the  Anatomy  Board  activi- 
ties for  disposal  of  unclaimed  human  remains 
is  the  very  significant  contribution  individual 
physicians  can  make  by  acting  as  a source  of 
information  concerning  the  willing  program.  The 
thoughtful  answering  of  inquiries  by  patients 
in  regard  to  the  need  and  significance  of  such  a 
contribution  to  society  will  greatly  influence 
the  success  of  our  program  for  the  donation  of 
human  remains.  It  is  clear  that  there  are  many 
physicians  in  the  community  who  are  already 
cognizant  of  this  important,  potential  supply. 
Many  of  our  contributors  have  advised  us  that 
they  have  sought  and  obtained  advice  from  their 
physician,  attorney  or  clergyman  relative  to  the 


wisdom  and  significance  of  such  a contribution. 
Indeed,  we  have  on  file  a sizable  number  of 
agreements  from  physicians. 

This  resume  of  the  facts  and  background  rel- 
ative to  the  teaching  and  research  needs  for 
anatomical  material  in  the  health  profession  is 
not  unlike  that  seen  in  many  communities  in  the 
country  today  and  bylines  for  articles  bringing 
the  public’s  attention  to  this  need  are  reminiscent 
of  our  own  thoughts:  ‘'Mankind  Useful  Even 
When  Dead”,  “Body  Donation  Laws  Are  Ex- 
plained”, “Health  Chief  Urges  Body  Be  Do- 
nated”, “Will  Bodies  To  Medical  Research”  and 
“You  Won’t  Have  Any  Use  Eor  It  Anyway”.  All 
these  are  headlines  of  articles  either  in  news- 
papers or  journals  decrying  the  need  for  anatom- 
ical material  in  medical  teaching  and  urging  the 
responsible  citizen  to  act.  ACTION  is  the  key 
word  of  our  program  and  the  only  means  by 
which  the  demands  and  requirements  for  high 
quality  medical  and  paramedical  learning  can  be 
met.  Thus,  we  are  urging  your  action  and  will 
stand  ready  to  reply  to  inquiries  for  information 
or  assistance  that  you  may  require. 


V 


HOW  TO  BEQUEATH  YOUR  BODY 


In  the  State  of  Arizona  the  bequeathing  of  one’s  body  to  the  medical  school 
is  very  simple  consisting  of  the  completion  of  forms  which  can  be  obtained  by 
writing  or  calling  the  Department  of  Anatomy,  College  of  Medicine,  University 
of  Arizona,  Tucson,  Arizona  85721.  Telephone  884-1505. 

Properly  acknowledged  before  a Notary  Public,  forms  which  are  available  on 
request  become  written  instruments  which  satisfy  all  legal  requirements  to  be- 
queath one’s  body.  No  expenses  are  incurred  unless  special  arrangements  are 
made  such  as  funeral  or  memorial  services  prior  to  delivery  of  the  body  or  spe- 
cial arrangements  for  transportation  and  interment  of  the  body  in  its  final  dis- 
position. Such  expenses  would  be  paid  by  the  family  or  estate  of  the  donor. 
Expenses  for  embalming  and  transportation  to  the  University  will  be  paid  by 
the  University. 

No  medical  history  is  required;  no  payment  can  be  made  for  the  body.  A donor 
may  change  his  mind  at  any  time  if  he  so  wishes. 

The  form,  made  available  without  charge,  is  filled  out  before  two  witnesses 
and  a Notary  Public.  Eour  copies  are  necessary,  one  copy  each  for  the  donor, 
the  lawyer  or  physician,  the  University  and  the  clergyman  or  funeral  director. 
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THE  CONTROL  OF  IONIZING  RADIATION 


During  the  past  several  years  the  Radiological 
Health  Section  of  the  Arizona  State  Health  De- 
partment has  been  conducting  a voluntary  x-ray 
survey  program  for  the  practitioners  of  the 
healing  arts,  such  as  doctors,  dentists  and  veter- 
inarians. The  goal  of  these  surveys  has  been 
to  reduce  ionizing  radiation  exposure  to  the 
minimum  necessary  for  diagnostic  or  therapeutic 
purposes.  Also  to  eliminate  completely  all  unnec- 
essary radiation  that  serves  no  purpose  but  may 
cause  harmful  somatic  and  genetic  effects  not 
only  to  the  doctors  and  technicians  but  to  the 
general  public  as  well.  No  attempt  has  been,  or 
will  be,  made  to  interfere  in  the  practice  of  medi- 
cine or  the  established  procedures  set  up  by 
the  doctor. 

To  date,  the  Radiological  Health  Section  has 
conducted  surveys  in  six  counties  in  Arizona  and 
has  surveyed  essentially  all  the  x-ray  machines  in 
these  counties.  The  surveys  cover  such  items  as 
filtration  and  collimation  of  the  primary  beam, 
measurements  of  radiation  levels  in  adjoining 
rooms,  personnel  monitoring,  table  top  doses  and 
scatter  radiation  levels  to  the  doctor  or  tech- 
nician. 

In  the  “Regulations  for  the  Control  of  Ionizing 
Radiation”  formally  adopted  by  the  Arizona 
Atomic  Energy  Commission  on  January  19,  1967, 
following  a public  hearing  in  Phoenix,  provision 
is  made  for  registration  of  all  x-ray  machines. 
Arizona  doctors  will  shortly  receive  in  the  mail 
a registration  card  to  be  filled  in  and  returned 
to  the  Arizona  Atomic  Energy  Commission.  From 
the  returns  the  Commission  will  be  able  to  better 
plan  the  continuation  of  the  voluntary  survey 
program.  The  Regulations  will  also  provide  for 


the  licensing  of  Radium  along  with  all  other 
radioactive  materials  that  will  be  licensed  by  the 
Arizona  Atomic  Energy  Commission  effective 
May  15,  1967.  In  the  past  no  controls  have  been 
placed  on  the  use  of  Radium;  therefore.  Radium 
has  been  used  freely  and  in  some  cases  under 
hazardous  conditions.  The  Commission  sincerely 
hopes  that  all  doctors  having  in  their  possession 
any  forms  of  Radium  will  voluntarily  contact 
the  Commission  and  request  that  it  be  licensed. 

Title  4,  Chapter  30,  of  the  Arizona  Revised 
Statutes,  passed  in  1964,  directed  that  the  Ari- 
zona Atomic  Energy  Commission  control  as  well 
as  promote  atomic  energy  in  the  State.  This  law 
is  now  being  implemented  by  a cooperative  pro- 
gram involving  that  agency  and  personnel  of  the 
State  Department  of  Health,  who  will  conduct 
the  actual  surveys. 

With  the  adoption  of  this  new  program  the 
Arizona  Atomic  Energy  Commission  feels  that 
it  can  now  offer  help  and  support  to  the  develop- 
ment of  radiation  safety  and  control  to  any  of 
the  users  of  sources  of  ionizing  radiation  in  Ari- 
zona. Likewise,  your  continued  interest  and  co- 
operation in  this  program  are  earnestly  solicited. 

Personnel  from  the  Arizona  State  Department 
of  Health,  Division  of  Environmental  Health, 
Radiological  Health  section,  are  available  upon 
request  to  survey  x-ray  ecpiipment  throughout 
Arizona.  There  is  no  charge  for  this  service.  All 
requests  for  survey  of  x-ray  equipment  should  be 
sent  or  telephoned  to: 

Director,  Division  of  Environmental  Health 
Arizona  State  Department  of  Health 
14  North  Central 
Phoenix,  Arizona  85004 
Phone:  271-4641 
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(norethindrone  2 mg.  c mestranol  •/ 0.1  mg.) 


tablets 


for  multiple  contraceptive  action  that  has 
produced  a record  of  unexcelled  effectiveness 


inhibition  of  ovulation  by  means  of 
2 time-proved  hormonal  agents 

production  of  a cervical  mucus  hostile  to 
sperm  motility  and  vitality 

creation  of  an  endometrium  unreceptive 
to  egg  implantation 


no  unplanned  pregnancies 
Norinyl  provides  multiple  action  for 
maximum  assurance  of  success.  It  does 
not  depend  on  ovulation  inhibition 
alone  for  contraceptive  effectiveness. 
The  mechanism  of  action  of  combined 
hormonal  therapy  results  in  ovulation 
inhibition  reinforced  by  other  protec- 
tive mechanisms,  including  a hostile 
cervical  mucus^-i^  and  an  acceleration 
of  endometrial  changes.i-3.7-i6  With 
Norinyl,  no  unplanned  pregnancies 
have  been  reported  to  date  when  used 
as  directed. 
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plus  important  supportive 
benefits  that  help  her  through 
those  critical  early  months 
of  oral  contraception 


low  incidence  of  side  effects 
Low  incidence  of  BTB  and  spot- 
ting, nausea  and  amenorrhea 
tends  to  minimize  side  effect 
problems  and  increases  patient 
cooperation. 

no  confusion  about  dosage 

An  unbreakable  “confusionproof” 
package  makes  it  easy  to  adhere 
to  prescribed  dosage  schedule:  in- 
dividually sealed  tablets  numbered 
from  1 through  20  plus  monthly 
calendar  record  enables  patient 
to  double-check  dosage  intake  by 
day  and  corresponding  tablet  num- 


Co.itraindications ; Thrombophlebitis  or  pul- 
monary embolism  (current  or  past).  Exist- 
ing evidence  does  not  support  a causal 
relationship  between  use  of  Norinyl  and 
development  of  thromboembolism.  While 
a study  which  was  conducted  does  not 
resolve  definitively  the  possible  etiologic 
relationship  between  progestational  agents 
and  intravascular  clotting,  it  tends  to  con- 


firm the  findings  of  the  Ad  Hoc  Advisory 
Committee  appointed  by  the  Food  and 
Drug  Administration  to  review  this  possi- 
bility. Cardiac,  renal  or  hepatic  dysfunc- 
tion. Carcinoma  of  the  breast  or  genital 
tract.  Patients  with  a history  of  psychic 
depression  should  be  carefully  studied  and 
the  drug  discontinued  if  depression  recurs 
to  marked  degree.  Patients  with  a history 
of  cerebral  vascular  accident. 

Warning:  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papilledema 
or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

Precautions:  By  May  1963,  experience  with 
norethindrone  2 mg.— mestranol  0.1  mg. 
had  extended  over  24  months.  Through 
miscalculation,  omission  or  error  in  taking 
the  recommended  dosage  of  Norinyl,  preg- 
nancy may  result.  If  regular  menses  fail 
to  appear  and  treatment  schedule  has 
not  been  adhered  to,  or  if  patient  misses 
two  menstrual  periods,  possibility  of  preg- 
nancy should  be  resolved  before  resuming 
Norinyl.  If  pregnancy  is  established, 
Norinyl  should  be  discontinued  during 
period  of  gestation  since  virilization  of  the 
female  fetus  has  been  reported  with  oral 
use  of  progestational  agents  or  estrogen. 
When  lactation  is  desired,  withhold 
Norinyl  until  nursing  needs  are  established. 
Existing  uterine  fibroids  may  increase  in 
size.  In  metabolic  or  endocrine  disorders, 
careful  clinical  preevaluation  is  indicated. 
A few  patients  without  evidence  of  hyper- 
thyroidism had  elevated  serum  protein- 
bound  iodine  levels,  which  in  the  light  of 
present  knowledge,  does  not  necessarily 
imply  hyperthyroidism.  Protein-bound 
iodine  increased  following  estrogen  admin- 
istration. Bromsulphalein  retention  has  oc- 
curred in  up  to  25%  of  patients  without 
evidence  of  hepatic  dysfunction.  Studies 
from  24-hour  urine  collections  have 
shown  an  increase  in  aldosterone  and  17- 


ketosteroids  and  decrease  in  17-hydroxy- 
corticoid  levels.  Thus,  Norinyl  should  be 
discontinued  prior  to  and  during  thyroid, 
liver  or  adrenal  function  tests.  Because 
progestational  agents  may  cause  fluid  re- 
tention, conditions  such  as  epilepsy, 
migraine  and  asthma  require  careful  obser- 
vation. Thus  far  no  deleterious  effect  on 
pituitary,  ovarian  or  adrenal  function  has 
been  noted;  however,  long-range  possible 
effect  on  these  and  other  organs  must 
await  more  prolonged  observation. 
Norinyl  should  be  used  with  caution  in 
patients  with  bone,  renal  or  any  disease  in- 
volving calcium  or  phosphorus  metabolism. 
Side  Effects:  I ntermenstrual  bleeding; 
amenorrhea;  symptoms  resembling  early 
pregnancy,  such  as  nausea,  breast  engorge- 
ment or  enlargement,  chloasma  and  minor 
degree  of  fluid  retention  (if  these  should 
occur  and  patient  has  not  strictly  adhered 
to  medication  plan,  she  should  be  tested 
for  pregnancy);  weight  gain;  subjective 
complaints  such  as  headache,  dizziness, 
nervousness,  irritability;  in  a few  patients 
libido  was  increased.  In  a total  of  3,090 
patients,  2.2%  discontinued  medication  be- 
cause of  nausea. 

NOTE;  See  sections  on  contraindications 
and  precautions  for  possible  side  effects 
on  other  organ  systems. 

Dosage  and  Administration:  One  Norinyl 

tablet  orally  for  20  days,  commencing  on 
day  5 through  and  including  day  24  of  the 
menstrual  cycle.  (Day  1 is  the  first  day  of 
menstrual  bleeding.) 

Availability:  Dispensers  of  20  and  60  tab- 
lets; bottles  of  100. 

References:  1.  Council  on  Drugs.  JAMA  187:664  (Feb. 
29)  1964.  2.  Brvans.  F.  E.:  Canad  Med  Ass  J 92:287 
(Feb.  6)  1965.  3.  Goidzieher,  J.  W.:  Med  Clin  N Amer 
48:529  (Mar.)  1964.  4.  Cohen.  M.  R.:  Paper  presented 
at  Symposium  on  Low-Dosage  Oral  Contraception.  Palo 
Alto,  Calif.,  July  15,  1965.  Reported  in  Med  Sci  16:26 
(Nov.)  1965.  5.  Hammond,  D.  O.:  Ibid.  6.  Rice-Wray.  E., 
Goidzieher,  J.  W.,  and  Aranda  - Rosell,  A.:  Fertil  Steril 
14:402  (Jul.-Aug.)  1963.  7-  Goidzieher,  J.  W.,  Moses, 
L.  E.,  and  Ellis,  L.  T.:  JAMA  180:359  (May  5)  1962. 
8.  Kempers,  R.  D.:  GP  29:88  (Jan.)  1964.  9.  Tyler,  E,  T.: 
JAMA  187:562  (Feb.  22)  1964.  10.  Rudel,  H.  W.,  Mar- 
tinez-Manautou,J.,and  Maqueo-Topete,  M.:  Fertil  Steril 
16:158  (Mar. -Apr.)  1965.  It-  Flowers,  C.  E.,  Jr.:  N 
Carolina  Med  J 25:139  (Apr.)  1964.  12.  Goidzieher,  J. 
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norethindrone — an  original  steroid  from 

SYNTEXS 

laboratories  INC  , PALO  ALTO.  CALIF 


Norinyl»M«. 

(norethindrone  2 mg  c mestranol  %/ 0 \ mg) 

for  multiple  contraceptive  action 
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New 

low-cost  tetracycline/ antifungal  therapy 


for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida: 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


4.  patients  with  a past  history  of  moniliasis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


PRESCRIBING  INFORMATION.  For  complete  informa-, 
tion  consult  Official  Package  Circular.  Indications:  In-: 
fections  of  respiratory,  gastrointestinal  and  genitourinary! 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-sensi*. 
tive  organisms,  in  patients  with  increased  susceptibility' 
to  monilial  infections.  Contraindications:  The  drug  i;. 
contraindicated  in  patients  hypersensitive  to  its  compo- ; 
nents.  Warnings : Photodynamic  reactions  have  been  pro  ' 
duced  by  tetracyclines.  Natural  and  artificial  sunlight 
should  be  avoided  during  therapy.  Stop  treatment  if  skir 
discomfort  occurs.  With  renal  impairment,  systemic  accu- 
mulation and  hepatotoxicity  may  occur.  In  this  situation.- 
lower  doses  should  be  used.  Tooth  staining  and  enamel 
hypoplasia  may  be  induced  during  tooth  development 
(last  trimester  of  pregnancy,  neonatal  period  and  child-  • 
hood.)  Precautions : Bacterial  superinfections  may  occur.  ' 
Infants  may  develop  increased  intracranial  pressure  with 
bulging  fontanels.  In  gonorrheal  therapy,  serologic  test?  . 
for  syphilis  should  be  conducted  initially  and  monthb 
for  3 months.  Adverse  Reactions : Glossitis,  stomatitis, 
nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  dermatitis, 
and  allergic  reactions  may  occur.  Usual  Adult  Dosage:  1 • 
capsule  q.i.d.  Continue  for  10  days  in  Beta-hemolytic  strep- 
tococcal infections.  Administer  one  hour  before  or  two  ■ 
hours  after  meals.  Supplied : Capsules,  bottles  of  16  and  - 
100.  Each  capsule  contains  tetracycline  phosphate  com- 
plex equivalent  to  250  mg.  tetracycline  HCl  activity  and 
250,000  units  of  nystatin.  For  Oral  Suspension,  125  mg 
tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units.  : 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


iHedical  CeHtef  an4  Clinical  Xahtatct^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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ORDER  YOURS  TODAY  AND  STOP  THE  CONFUSION 
OF  MULTIPLE  INSURANCE  FORMS 

samples  available  on  request 


APPROVED 


To:  Arizona  AAedical  Association 

Box  128  — Scottsdale,  Arizona  85252 

Please  send  me hundred  approved  insurance 

forms  costing  $1.50  per  hundred. 

Name  


COST:  $1.50  per  hundred 


• Address - 

I Bill  AAe;  □ Payment  Enclosed:  □ 
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)oes  he  really  care? 
he  alert,  encouraged, 
sitive  and  optimistic 
out  getting  out  of  hed 
d back  to  work  soon? 

|)r  is  he  giving  in  to 
|;  depressing  impact 
Iconlinement? 
jVhen  functional  fati2ue 
jnplicates  convalescence, 
;rtonic  can  help... 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  so  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 15%  alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic^ 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’ s sake,  prescribe  Alertonia 
in  the  convenient , economical  one-pint  bottle 


Available  Only  On  Prescription 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  Be),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline, t 100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  following: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 
•Multiple  of  adult  Minimum  Daily  Requirement  supplied. 
fThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

(■ N THE  WM.  S.  MERRELL  COMPANY 

IVlsrrGll  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215  C-7907 


at  the  site  of  jtfe 
(where  it  couftts) 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  tvco  to  four 
times  those  of  other  erythromycin 
preparations.^’^  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 


Ilosone  has  shown  no  cross-resistance  witK' 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by' 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone* 


70012  I 


Erythromycin  Estolate; 


{ See  next  page  for  prescribing  information.) 


IlosoneVthe  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  we . 
characterized  by  increased  direct-reacting  bilirubin,  elevat 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cepha! 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutan 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  n» 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  r 
been  reported  in  other  patients  taking  prolonged  courses  of  tj 
medication.  Patients  with  chronic  infection  have  been  given  1 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  a , 
patients  with  rheumatic  fever  have  taken  prophylactic  doses 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group 
144  patients  who  received  the  drug  daily  for  two  years,  no  jai 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  th( 
patients’  families,  who  were  not  taking  the  drug,  had  episoc 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  levels  wt 
determined  in  a group  of  fifty-four  adults  and  children  who  to 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi 
those  of  a similar  group  of  forty-four  patients  who  received  pe 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevati 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecoui 
of  treatment  was  observed  in  one  patient  treated  with  IlosO' 
and  in  two  patients  treated  with  penicillin.  Seven  other  patier 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicil] 
group  showed  elevations  in  one  of  the  tests  at  some  time  duri; 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we 
reported  in  102  pediatric  patients  who  received  short-term  (te 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infi 
tions.  Results  of  liver  function  tests  in  these  patients  were  co: 
parable  to  those  in  a similar  control  group  who  had  receiv, 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  j 
fects  are  observed  in  a small  proportion  of  individuals  as  a res'i 
of  a local  stimulating  effect  of  the  medication  on  the  alimentai 
tract;  however,  the  normal  intestinal  gram-negative  bacter:j 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  i 
of  erythromycin,  there  have  been  occasional  reports  of  urticar,: 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bo; ' 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  i: 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hou 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosa: 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyi! 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fifte 
days.  Close  follow-up  of  the  patient  is  necessary  since  eryflh 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages' 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  p: 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  i 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinati 
before  receiving  antibiotics,  and  monthly  serologic  tests  shov 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  n 
(equivalent  to  base) , in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  bas(i 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-e. 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivak' 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packag 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  2^7:69,  19 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  12:398,  19 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc..  2-79.198,  1960] 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis,  Indiana  U6206.  — ; ■ 
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DAN  LAWRENCE  MAHONEY,  M.D. 

1890-1966 


Dr.  Dan  L.  Mahoney  was  born  in  Hancock, 
Michigan.  His  youth  was  spent  in  Virginia,  Min- 
nesota, where  he  completed  high  school  in  1908. 
After  attending  the  University  of  Minnesota  he 
studied  medicine  at  St.  Louis  University,  ob- 
taining his  M.D.  degree  in  1916.  Following  a 
year  of  general  practice  in  Dubuque,  Iowa,  he 
served  honorably  in  the  Medical  Corps  of  the 
United  States  Army  during  World  War  I,  1917- 
1919. 

In  1920  Dr.  Mahoney  moved  to  Tucson  as 
Clinical  Director  of  the  United  States  Veterans’ 
Administration  Hospital  in  which  capacity  he 
served  until  entering  private  practice  in  Tucson 
in  1924.  He  retired  because  of  ill  health  in  1962. 

Dr.  Dan  was  past  president  of  the  Arizona 
Medical  Association  ( 1944 ) and  of  the  Pima 
County  (Arizona)  Medical  Society  (1933).  He 
was  a fellow  of  the  American  College  of  Chest 
Physicians,  a member  of  the  American  Mediciil 


I IN  MEMORIAM 

Association,  an  Elk,  and  a Knight  of  Columbus. 

In  1961  this  beloved  citizen  and  physician  was 
recipient  of  the  Anniversary  Medallion  of  Merit 
Award  from  the  University  of  Arizona. 

Dr.  Dan  L.  Mahoney,  one  of  the  blue-bloods  of 
medical  men,  expired  in  St.  Mary’s  Hospital, 
Tucson,  of  which  hospital  he  was  twice  Chief 
of  Staff,  on  December  15,  1966.  With  his  passing, 
another  link  to  the  glorious  past  of  “Medicine” 
was  broken.  Dan  epitomized  honesty  in  the 
patient-doctor  relationship,  charity  in  all  of  its 
facets  and  cheerfulness  unlimited. 

“.  . . Generosity  he  had  (has),  such  as  is  pos- 
sible to  those  who  practice  an  art  . . . discretion, 
tested  by  a hundred  secrets;  tact  tried  in  a 
thousand  embarrassments;  and  what  are  more 
important,  Herculean  cheerfulness  and  courage. 

So  it  is  that  he  brought  (brings)  air  and  cheer 
into  the  sickroom,  and  often  enough,  though 
not  so  often  as  he  wished  ( wishes ) brought 
(brings)  healing.  . . .” 

Robert  Louis  Stevenson  could  have  been  paint- 
ing a pen  portrait  of  Dr.  Dan  L.  Mahoney. 

EVELYN  GRACE  WATKINS,  M.D. 

1911  - 1966 


Dr.  Evelyn  Grace  Watkins  was  born  in  Little 
Rock,  Arkansas.  She  attended  Vassar  College  and 
the  University  of  Arkansas  School  of  Medicine 
where  she  received  her  M.D.  degree  in  1936. 
After  interning  at  Christian  and  Belmont  Hos- 
pitals 1936-1938  she  served  a residency  at  the 
lola  Sanatorium,  Kansas  1939-1942.  In  January 
1942  she  was  appointed  a Staff  Physician  at  the 
Desert  Sanatorium  (now  Tucson  Medical  Cent- 
er). In  1944  she  began  the  private  practice  of 
medicine  in  Tucson.  Because  of  ill  health  she 
was  forced  to  abandon  active  participation  in 
her  chosen  profession  in  1957.  Pier  interest  in 
medicine,  in  world  events  and  in  good  literature 
did  not  falter  during  these  nine  years  of  illness. 

Evelyn  died  as  she  had  lived  — smiling  and 
charitable  — asking  no  cpiarter  and  granting  no 
compromise  of  principle. 
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REGIONAL  WEATHER  EORECAST 

Heavy  Rains,  Local  Flooding,  Snow  and  Colder  Followed  by 
Cough,  Stuffed  and  Runny  Noses  and  Aches  and  Pains. 


Tussagesic  breaks  up  coughs,  quickly  clears  stuffed 
and  runny  noses  and  relieves  aches  and  pains.  Pro- 
vide coverage  of  the  tough  cold  for  up  to  24  hours 
with  just  a single  timed-release  tablet  dosed  morning, 
midafternoon  and  at  bedtime. 

each 

Tussagesic 

timed-release  tablet  contains: 


Triaminic®  50  mg. 

(phenylpropanolamine  hydrochloride  25  mg., 
pheniramine  maleate  12.5  mg.,  pyrilamine 
maleate  12.5  mg.) 

Dextromethorphan  hydrobromide 30  mg. 

Terpin  hydrate 180  mg. 

Acetaminophen  325  mg. 


Dosage;  Adults— 1 tablet,  swallowed  whole  to  preserve  timed- 
release  feature,  in  morning,  midafternoon  and  at  bedtime.  Side 
effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpita- 
tions, flushing,  dizziness,  nervousness  or  gastrointestinal  up- 
sets. Precautions:  The  patient  should  be  advised  not  to  drive  a 
car  or  operate  dangerous  machinery  if  drowsiness  occurs.  Use 
with  caution  in  patients  with  hypertension,  heart  disease,  dia- 
betes or  thyrotoxicosis. 

0OBSE¥  LABORATORIES  • a division  of  The  Wander  Company  • LINCOLN,  NEBRASKA 
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Arizona’s  Medical  Memories 


Audrey  D.  Stevens 


Dr.  Clarence  Gunter,  Fortieth  President  of  the 
Arizona  Medical  Association,  had  a very  unique 
experience  when  he  first  started  practicing  med- 
icine in  Cananea,  Mexico.  I was  first  told  this 
story  by  my  friend.  Dr.  Emile  C.  Houle,  and  also 
was  given  a letter  written  by  Dr.  Gunter  con- 
cerning this  interesting  Indian  story. 

In  the  early  1900’s  a banquet  was  held  at 
Casa  de  Piedra  with  the  Yaqui  Indian  Chiefs 
as  the  guests.  All  the  Indian  Chiefs  were  killed 
except  one.  Juan  Valenzuela  was  wounded  but 
escaped  by  knocking  out  some  guards  and  run- 
ning away  only  to  collapse  near  the  Plaza  in 
Empalme.  He  was  picked  up  by  the  police  and 
taken  by  stretcher  to  the  Southern  Pacific  Rail- 
road Hospital  where  Dr.  Gunter  repaired  Juans 
gunshot  wound  and  then  hospitalized  the  poor 
Indian  Chief.  Two  guards,  on  a shift  of  twelve 
hours  each,  were  stationed  to  guard  him.  Juan 
told  Dr.  Gunter  that  the  guards  had  said  that 
they  were  watching  him  so  he  wouldn’t  escape  as 
they  had  orders  to  turn  him  over  to  the  much 
feared,  bloodthirsty  Major  Emilio  Kosterlitzky, 
of  the  Diaz  regime. 

Dr.  Gunter  and  the  rest  of  the  hospital  staff 
had  become  quite  fond  of  Juan  Valenzuela  and 
after  the  patient  had  fairly  well  recuperated,  a 
matter  of  two  weeks,  the  hospital  cooks  put 
knock-out  drops  in  the  guards’  coffee  and  hid 


Juan  in  a caboose  of  a train  which  was  headed 
for  Arizona. 

Juan  arrived  in  Tucson  in  fine  shape  — all  6 
feet,  4 inches  of  him  — and  visited  Mrs.  Gunter 
who  was  visiting  at  General  Manning’s  home. 
He  spoke  fairly  good  English  and  was  most 
grateful  for  the  kindnesses  shown  him  by  Dr. 
Gunter.  He  even  went  so  far  as  to  kiss  the  hem 
of  Mrs.  Gunter’s  dress  and  the  hands  of  Dr. 
Gunter’s  young  son. 

One  night,  in  1915,  Dr.  Gunter  answered  a 
knock  at  the  door  of  his  home  in  Empalme  and 
was  asked  by  an  Indian  if  Juan  Valenzuela 
would  be  safe  in  coming  to  the  Doctor’s  house 
about  11  o’clock  that  same  evening?  Sure  enough 
at  11  o’clock  Juan  arrived  on  schedule  and 
brought  along  some  of  his  friends  — about  fifty 
or  more  Indians.  Juan  asked  Dr.  Gunter  if  the 
lights  could  be  put  out  as  he  did  not  want  to  be 
seen  in  Dr.  Gunter’s  home.  Dr.  Gunter  gianted 
him  his  request  and  as  always  a gracious  host  he 
served  all  the  Indians  a short  drink  of  Scotch 
and  water.  Before  leaving  the  Indians  presented 
Doctor  with  a parchment  scroll,  signed  by  all 
of  them,  granting  him  the  right  to  shoot  ducks, 
geese  and  sand-hill  cranes  in  Yaqui  countr>'. 

Dr.  Gunter’s  letter  ended  — “That  is  the 
reason  I could  go  down  to  the  Yacpii  country 
and  get  all  the  game  I could  use.  I still  have 
the  parchment  scroll.” 
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In  peptic  ulcer... 

antacid 

with  a 
new 

benefit 


therapy 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION, 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  cliance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  industries,  Inc. 
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Look  how  many  ways 

Thorazine* 

brand  of 

chiorpromazine 

can  help 


Tranaulllzer 

Potentiator 

Antlemetic 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

# 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

• 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

H i ecu  ps— ref  ractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine*  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  shouid  befamiiiar  with  the  complete  prescrib- 
ing information  In  SK&F  iiterature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  shouid  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionaiiy  transitory 
drowsiness:  dry  mouth;  nasal  congestion:  constipation:  amenor- 
rhea: mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration:  epinephrine  effects  may  be  reversed:  derma- 
tologicai  reactions:  parkinsonism-iike  symptoms  on  high  dosage 
(in  rare  instances,  may  persist):  weight  gain:  miosis:  iactation 
and  moderate  breast  engorgement  (in  femaies  on  high  dosages): 
and  iess  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis:  agranulocytosis:  skin  pigmentation, 
lenticuiar  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  ‘Thorazine’  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, piease  refer  to  SK4F  literature  or  PDR. 
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GROWTH  AND  DEATH  IN  A SMALL  HOSPITAL 


C.  Herbert  Fredell,  M.D. 


The  small  hospital  is  playing  an  increasingly 
important  role  in  the  rendering  of  good  medical 
care.  Improved  physical  plant  and  facilities  to- 
gether with  an  increase  in  the  number  of  trained 
personnel  have  made  the  improved  quality  of 
patient  care  a reality.  Most  small  hospitals  have 
problems  that  differ  from  the  larger  institutions. 
Basically  they  are  geographically  located  in 
smaller  clusters  of  population;  they  are  financed 
in  a different  manner;  they  are  dependent  on  a 
smaller  labor  pool,  and  they  care  for  several 
problems  more  infrequently  than  their  larger 
counterpart. 

The  professional  staff  is  often  smaller  in  num- 
ber and  more  limited  in  their  scope  of  training. 
The  urgent  problems  that  must  be  cared  for  by 
the  staff  and  the  hospital  are  often  similar  to 
those  in  the  large  hospital.  However,  the  prob- 
lems that  are  not  emergency  in  nature  will  vary 
somewhat  from  those  cared  for  in  the  larger 
medical  facility. 

Because  of  this  difference  in  environment  one 
finds  in  a small  hospital  setting  and  because  of 
the  need  to  evaluate  the  resulting  of  care  in  this 
setting  this  study  was  initiated.  It  covers  a 
period  of  nine  years. 

The  background  of  the  study  has  been  one  of 
growth,  in  the  community  of  Flagstaff,  Arizona, 
and  within  the  hospital.  The  community  has 
grown  from  17,000  to  24,000  in  population.  It 
is  a community  that  is  situated  in  the  north 
central  portion  of  the  state  and  has  a single 
small  hospital.  The  Flagstaff  Hospital,  to  serve 
it.  The  hospital  has  grown  more  in  modernization 
of  facility  than  in  bed  capacity  during  this  period 

Chief  of  Surgery,  Flagstaff  Hospital 

SOUTHWESTERN  MEDICINE,  Vol.  47,  No.  6 
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of  time.  During  the  period  of  this  study,  con- 
struction of  a new  obstetrical  unit  and  a new 
surgical  operating  room  suite  have  occurred. 
Obsolete  beds  have  been  replaced  by  modern 
accommodations  for  patients.  At  present  the  bed 
capacity  is  53  adult  beds  and  20  bassinets. 

Within  this  institution,  the  basic  medical 
specialities  are  represented  by  trained  staff  mem- 
bers who  render  a wide  variety  of  care.  Due  to 
the  size  and  location  of  the  hospital,  it  must 
function  as  a general  hospital,  largely  a short 
term  care  type.  The  average  patient  stay  is  4.2 
days.  Confronted  with  increasing  need  for  serv- 
ice, the  hospital  is  currently  in  the  midst  of  major 
expansion. 

The  tabulation  of  information  concerning 
causes  of  death,  frequency  of  autopsy,  age,  sex, 
and  relative  frequency  of  certain  diseases  has 
not  been  presented  to  prove  any  particular  thesis. 

This  is  a profile  of  a small  hospital  in  a period 
of  growth  and  transition.  During  the  period  of 
time  of  this  study,  the  hospital  underwent  two 
expansions  in  bed  capacity  and  specialized  facil- 
ities. The  medical  staff  of  the  hospital  doubled 
in  number  and  basic  specialties  found  repre- 
sentatives amongst  them.  The  impact  upon  the 
medical  care  of  the  community  has  been  fa\or- 
able. 

Before  embarking  upon  a new  phase  of  hos- 
pital care  within  a larger  and  more  modern 
environment,  it  seems  appropriate  to  look  back 
over  the  steady  growth  as  measured  by  the 
number  of  hospital  discharges,  thus  indicating 
the  number  of  people  served,  and  to  simultan- 
eously consider  one  of  the  measures  of  the  re- 
sults of  care  rendered  to  these  people. 

The  most  unsatisfactor}^  result  a physician  can 


March,  1967 


259 


have  in  the  care  of  a sick  patient  is  the  demise  of 
that  patient.  Often  the  physician  takes  a look 
in  hindsight  to  see  if  he  might  learn  from  that 
patient’s  demise  something  that  might  help  him 
in  the  future  care  of  similar  problems.  An  aware- 
ness of  the  causes  of  death  in  a particular  hos- 
pital environment  is  often  of  value.  This  study 
was  done  over  a period  of  nine  years  and  the 
information  has  been  totalled  on  an  annual 
basis  for  comparison. 

Admittedly  a single  measurement,  such  as  the 
death  rate,  is  not  a fair  measurement  of  the 
quality  of  patient  care,  or  a measure  of  the 
adequacy  of  professional  care  and  judgment. 
It  is,  however,  a harsh  yardstick  tliat  people  will 
apply  to  an  institution  and  its  related  personnel 
to  measure  the  results.  Other  measurements  are 
well  known  to  medical  personnel  and  laity  alike. 
, Within  tlie  scope  of  this  study  we  find  the 
number  of  hospital  discharges  on  a steady  in- 
crease. ( Chart  I ) The  number  of  deaths  annually 
is  seen  to  peak  during  the  year  of  1962  but  then 
has  had  a progressive  decline  to  date.  This  has 
occurred  in  spite  of  the  increasing  scope  of  the 
iiospital  and  the  increasingly  wider  variety  of 
medical  problems  that  are  being  treated.  With 
a wider  variety  of  serious  and  more  dangerous 
illnesses  cared  for,  one  might  expect  a higher 
mortality  rate. 


During  the  period  of  this  study  the  obstetrical 
department  has  had  no  maternal  deaths.  A 
steady  increase  in  the  number  of  obstetrical 
patients  discharged  from  the  hospital  has  oc- 
curred. (Chart  II)  The  number  of  viable  births 
has  shown  a steady  increase  in  numbers  until 
this  past  year  when  it  has  decreased  slightly. 
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The  patients  discharged  from  the  departments 
within  the  surgery  department  have  all  shown  an 
increase  in  number  in  all  categories  except  Orth- 
opedics. (Chart  III)  A significant  number  of 
patients  with  problems  related  to  trauma  have 
been  discharged  in  past  years.  The  increasingly 
important  role  of  the  small  hospital,  which  is 
locally  situate,  to  acute  trauma  is  apparent. 


Within  the  Flagstaff  Hospital  there  is  no 
localized  unit  for  the  care  of  pediatric  patients. 
Casting  the  pediatric  patient  into  the  general 
hospital  milieu  has  been  reflected  in  the  lack  of 
growth  as  is  shown  by  hospital  discharges.  A 
hospital  located  in  a growing  community  would 
logically  reflect  growth  of  the  commimity  by 
growth  in  its  pediatric  department.  This  is  not 
apparent.  (Chart  IV) 

The  internal  medicine  department  has  dis- 
charged a similar  number  of  patients  year  by 
year  during  the  past  five  years.  Growth  within 
this  area  of  care  has  also  not  been  as  progressive 
as  might  be  expected.  The  overall  growth  is  re- 
flected as  upward. 
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Within  the  background  of  number  of  patients 
discharged  from  the  various  services,  an  annual 
compilation  of  number  of  deaths  occurring  with- 
in each  of  these  departments  was  done  (Chart 
V)  It  can  be  seen  that  there  have  been  certain 
years  that  certain  departments  had  larger  than 
usual  number  of  patient  deaths.  The  decline 
in  the  number  of  deaths  occurring  postoper- 
atively  in  spite  of  a steady  increase  in  the  number 
of  patients  operated  upon  has  been  encouraging. 
The  increase  in  deaths  occurring  during  1964  on 
the  pediatric  service  can  be  pinpointed  to  the 
larger  number  of  premature  infants  that  died  that 
year.  (Chart  VI) 


0 B A k T ▼ 


The  cause  of  death  has  been  tabulated  ac- 
cording to  the  three  basic  departments  within  the 
hospital  (Tables  I,  II  and  III)  One  may  note 
that  death  occurred  in  the  pediatric  age  group 
of  patients  because  of  bronchopneumonia  and 
gastroenteritis.  Infection  remains  a significant 
cause  of  death  in  children. 


TOIM.  CHARI  K 

DCAT  <S 


The  newborn  infant  had  lung  diseases  that 
caused  death  in  a large  proportion  of  the  total 
deaths.  Prematurity  and  immaturity  were  re- 
sponsible for  a large  number  of  the  infant 
deaths. 


CHART  VTI 


SEX  OP  PATIENT  DEAD  ON  THE  ^EDIC.‘\L  SERVICE 
Male  160  Female  106 

When  one  considers  the  department  of  internal 
medicine  and  the  common  causes  of  deatli  oc- 
cuning  within  its  confines,  the  leading  causes 
of  death  in  the  nation  are  reflected  here.  Acute 
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myocardial  infarction,  cerebral  vascular  accident, 
and  carcinomatosis  lead  the  list.  Significant  in 
this  series  of  cases  is  the  number  of  deaths  due 
to  primary  bronchopneumonia  in  spite  of  all 
available  therapy.  (Table  II) 


CHART  VIII 


SEX  OF  PATIENT  DYING  POSTOPERATIVELY  OF  FOLLOWING 
TRAUMA 

Postoperativcly  ^6  male  23  female 

Trauma-non  operative  17  male  9 female 


Deaths  occurring  following  severe  trauma  and 
occurring  after  surgery  is  performed  have  been 
tabulated.  (Table  III)  Head  injury  leads  the  list 
of  the  causes  of  death  following  trauma.  Follow- 
ing surgery,  peritonitis  and  septicemia  lead  the 
causes  of  death.  Diseases  of  the  cardiovascular 
system  lead  the  other  causes  of  death  following 
surgery. 


Table  I 


Causes  of  Death  Occuring  in  the  Pediatric  Department 
of  the  Flagstaff  Hospital 
Jan.  1957  to  Jan.  1966 


142  Deaths  (56  Autopsies) 
Pediatrics  Newborn  Premature 


Hyalin  Membrane  Disease 
Congenital  Atelectasis 
Pneumothorax  (Lung  Cysts  2) 

Pneumonitis  (Aspiration) 

Bronchopneumonia  15  (b) 

Congenital  Heart  Disease 
Multiple  Congenital  Abnormalities 
Anencephalus 

Hydrocephalus  , 1 

Congenital  Diaphraginatic  Hernia 

Erythroblastosis  Fetalis 

Coeliac  Disease  1 (1) 

Prematurity 

Immaturity 

Gastroenteritis-dehydration- 

septicemia  7 (2) 

Bacteremia-Septicemia 

Brain  Abcess  1 (1) 

Brain  Injury  & Subdural  Hematoma  1 (1) 

Salicylate  poisoning  2 

Hemorrhage  from  untied 
umbilical  cord 

Leukemia  1 

Malnutrition  1 


8 (6)  11  (10) 

4 (3)  5 ( 4) 

6 (5) 

4 (3)  2 ( ly 

3 (3)  2 ( 2) 

1 (1) 


Mil  1 

22  ( 3) 
30 


1 (1)  1 


1 


Table  II 


Causes  of  Death  Occuring  in  the  Medical  Department 
of  the  Flagstaff  Hospital 
Jan.  1957  to  Jan.  1966 


265 

Deaths 


Acute  Myocardial  Infarction 
Congestive  Heart  Failure 
Arteriosclerotic  Heart  Disease 
(heart  block  4) 

Cerebral  Vascular  Accident 
(acute  subarach.  3) 

Dissecting  Aortic  Aneurysm 
Mesenteric  Thrombosis 
Carcinomatosis 

Unspecified  10,  Prostrate  3,  Breast  7, 

Lung  5,  Stomach  3,  Ovary  2,  Brain  3, 

Cervix  2,  Pancreas  2,  Liver  2,  Vulva  1, 

Gall  Bladder  1,  Small  Bowel  1,  Colon  1, 
Uterus  1,  Esophagus  1,  Kidney  2, 

Cordoma  1,  Melanoma  1,  Leukemia  2, 
Lymphosarcoma  1,  Hodgkins  1, 

Multiple  Myeloma  1. 

Renal  Failure — Arteriosclerotic  renal  disease 
Chronic  glomerulo  or  pyeloneph. 
Liver  Failure — Cirrhosis — 

(esoph.  varices-hem.  3) 

Bronchopneumonia 
Emphysema 
Pulmonary  Infarction 
Diabetic  coma 
Insulin  shock 
Overdosea^e  Ingestion 

(Aspirin  1,  Baking  soda  1) 

Periarteritis  Nodosa 
Lupus  Erythematosis 
Hemachromatosis 

Von  Recklinghausens  Disease  (Adrenal  hem.) 
Gastric  Hemorrhage  Site  ? 


75 

27 

14 

46 

1 

2 

54 


6 

4 

7 

15 

3 

2 

1 

1 

3 

2 

1 

1 

1 

1 


95  . 

Autopsies 

(30) 

( 6) 

( 3) 

(13) 

( 1) 

( 2) 

(12)- 


( 3) 
( 3) 

( 3) 
( 9) 
( 

( 2 


( 1) 
( 1) 

( 1) 
( 1) 
( 1) 


If  the  postoperative  deaths  are  analyzed  on 
the  basis  of  the  type  of  surgery  performed  and 
the  number  of  deaths  occurring  following  a 
particular  operative  procedure,  we  find  certain 
procedures  are  followed  by  a significant  mor- 
tality rate  (Tables  IV  and  V)  It  is  of  note  that 
there  have  been  no  deaths  following  hernia 
surgery,  appendiceal  surgery,  bone  and  joint 
surgery,  tonsillar  surgery,  and  neck  surgery.  Dur- 
ing the  entire  period  of  this  study,  two  deaths 
were  considered  to  be  anesthetic  deaths. 


Comment: 

During  a nine  year  period  a small  hospital 
has  grown  along  with  the  growth  of  the  com- 
munity. Certain  areas  of  care  within  the  hospital 
have  not  grown  with  the  same  rapidity  as  others. 
Problems  unique  to  a small  hospital  influence  the 
variabihty  of  growth  and  contribute  to  the  pro- 
file of  care  reflected  by  that  hospital.  The  Flag- 
staff Hospital  has  been  no  exception  to  the 
problems  afflicting  most  small  hospitals  across 
the  nation. 
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Table  III 


ADDENDUM: 


Causes  of  Death  Occuring  in  the  Surgery  Department 
of  the  Flagstaff  Hospital 
Jan.  1957  to  Jan,  1966 


94 

Deaths 


Trauma 

Severe  Brain  Damage  _ _ 19 

Crushed  Chest — Multiple  Injuries  _ _ 5 

Abdominal  Hemorrhage — Multiple  Injuries  2 

Burns  1 

Postoperative 

Brain  Damage  Due  to  Trauma  5 

Cerebral  Vascular  Accident  5 

Congestive  Heart  Failure  5 

Cardiac  Arrest  5 

Myocardial  Infarct  3 

Cardiac  Tamponade  1 

Endocarditis  1 

Bronchopneumonia  3 

Empyema  1 

Pulmonary  Infarct  1 

Hypocarbia  With  Severe  Emphysema  1 

Liver  Decompensation  & Failure  6 

Hemorrhage  4 

Pancreatitis  _ 5 

Carcinomatosis  3 

Renal  Artery  Thrombosis  1 

Aortic  Thrombosis  _ 1 

Peritonitis  ■ & Septicemia  16 


51 

Autopsies 


( 

( 

( 


4) 

4) 

2) 


( 2) 

( 3) 
( 4) 
( 1) 
( 1) 
( 1) 
( 3) 

( 1) 

{ 

( 4) 
( 1) 
( 4) 
( 1 

li 

(10) 


A Study  of  the  type  reported  in  this  paper 
serves  several  functions.  It  demonstrates  to  the 
administration  of  the  hospital  and  the  medical 
staff  of  the  hospital  the  growth  rate  and  lack 
of  growth  in  specific  areas  of  patient  care.  It 
demonstrates  the  areas  of  patient  care  that  are 
associated  with  specific  death  rates  and  further 
demonstrates  the  specific  causes  of  death  in 
these  areas.  Within  the  scope  of  this  study  no 
particular  thesis  was  propounded.  It  was  com- 
piled to  present  a profile  of  the  past  to  better 
enable  the  administration  and  hospital  staff  to 
more  wisely  plan  for  future  growth  and  care. 

When  a small  hospital  is  in  transition  and  the 
community  is  growing  in  size,  many  problems 
arise  in  the  course  of  progress.  It  is  hoped  that 
this  study  will  better  enable  those  involved  in 
similar  circumstances  to  plan  for  and  cope  with 
the  unpredictable  circumstances  as  they  arise. 

This  experience  is  not  considered  to  be  unique, 
yet  the  lack  of  documented  experiences  of  this 
type  causes  one  to  wonder  what  the  normals  and 
expected  normals  in  similar  circumstances  might 
be.  Hopefully  this  study  will  stimulate  others  to 
report  their  experiences  and  a wider  sharing  of 
opinions  and  recommendations  may  result. 

The  causes  of  death  reflect  the  conditions  most 
often  associated  with  demise.  It  has  been  in 
keeping  with  other  reported  causes  of  death  in 
the  hospital.  The  breakdown  into  different  med- 
ical departments  serves  as  a guide  to  those 
physicians  who  work  within  those  areas.  Im- 
provement in  the  results  of  therapy  is  constantly 
being  sought  by  physicians.  Certain  diseases 
must  require  increased  efforts  in  that  regard, 
even  more  so  in  the  small  hospital. 


Since  publication  of  this  paper  in  Southwest- 
ern Medicine  in  June  1966  a more  complete  anal- 
ysis of  the  total  surgical  experience  was  done  by 
the  author.  Tables  IV  and  V are  current  and  re- 
flect more  accurately  the  postoperative  mortality. 


TABLE  IV 

CAUSES  OF  DEATH  FOLLOWING  SPECIFIC 
SURGICAL  PROCEDURES  DONE  IN  THE 
FLAGSTAFF  HOSPITAL  From  8/1/56  to  7/1/66 


Total  No.  No.  of  Total  No. 

Procedures  Procedure  Procedures  of  Deaths 

29  Neurological  6 

Craniotomy,  Cranial  Trephines  or 
Elevation  of  Compound  Depressed 

Skull  Fracture  25 

Severe  Brain  Damage  5 

Spinal  Cord  Decompression  4 

Bronchopneumonia  1 

37  Vascular  9 

Suture  of  Aorta,  Resection  of 
Ruptured  or  Dissecting  Aortic 

Aneurysm  12 

Hemorrhage  3 

Cardiac  Arrest  2 

Massive  Transfusion  Bleeding  1 

Renal  Artery  Thrombosis  1 

Femoral  Artery  Bypass  Proc 11 

Cerebral  Vascular  Accident  1 

Renal  Artery  Procedures,  Mesenteric  and 

Iliac  Artery  Procedures  14 

Congestive  Heart  Failure 1 

35  Thorax  3 

Thoracotomy-Exploration  and 
biopsy,  Pulmonaty  lobectomy. 

Segmental  resection. 

Mediastinal  procedures  35 

Cardiac  arrest-flooded  bronchus  1 

Cardiac  arrythmia-cardiac  contusion  1 

Hemorrhage-aorto-jejunal  fistula  1 

140  Urological  6 

Nephrectomy,  Nephrolithotomy, 

Ureter  surgery  70 

Emphysema  with  h>^ocarbia  . 1 

Bacterial  endocarditis  1 

Suprapubic  prostatectomy  45 

Myocardial  infarction  1 

PiUmonary  emboli  1 

Congestive  Heart  Failure 1 

Cystostomy-Cystolithotomy-Cystoplasty  . . .25 

Crushed  Chest-pneumonia  1 

925  Gastrointestinal  43 

Splenectomy,  Pancreatectomy-Suture 


Cerebral  Vascular  Accident  1 

Mesenteric  Thrombosis  1 

Partial  Hepatectomy,  Suture  of  Liver,  Biopsy 
of  Liver-Cholecystectomy-Choledochotomy 


Liver  Failure  3 

Pancreatitis  2 

Myocardial  Infarct  1 

Pulmonary  Embolus  1 

Peritonitis  1 

Bronchopneumonia  1 

Total  and  Partial  Gastrectomy,  Vagotomy  and 
Pylorplasty,  Gastrostomy, 


Peritonitis  or  Bacteremia  4 

Congestive  Heart  Failure  3 

Pancreatitis  - 2 

Thoracic  Empyema  1 

Cerebral  Vascular  Accident  1 

Aortic  Thrombosis  1 

Bronchopneumonia  1 

Hemorrhage-massive  transfusion  1 

Myocardial  Infarct 1 

Cardiac  Tamponade  1 

Cardiac  Arrest  1 

Liver  Failure  1 

Small  Bowel  Resection,  Small  Bowel 


Toxemia,  Bacteremia  9 

Congestive  Heart  Failure  1 

Myocardial  Infarct 1 

Water  intoxication-infant  1 

Colon  Resection,  Colostomy 39 

Peritonitis-suture  line  leak  1 

Septicemia  after  abcess  drain  1 

72  Exploratory  Laparotomy  4 

Exploration  only.  Exploration  with  biopsy, 

T-i  I t.; T A *70 


Carcinomatosis  3 


Subarachnoid  hemmorhage  and  Crushed  chest  1 

No.  of 
Deaths 
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mortality  rate  is  high  in  this  small  experience. 

The  surgery  done  on  the  stomach  has  been 
done  largely  for  non  malignant  disease  of  the 
stomach.  Bleeding  peptic  ulcers  in  poor  risk 
patients  who  had  resection  procedures  comprise 
over  half  of  the  deaths.  In  the  most  recent  142 
cases  there  have  been  6 deaths.  Two  of  these  oc- 
cured  in  esophagogastrectomy  patients  with  ma- 
lignancy and  two  were  patients  who  had  massive 
bleeding  who  required  resections.  In  recent  years 
the  patient  has  been  operated  upon  earlier  in 
his  disease  and  the  more  conservative  surgical 
procedures  have  been  done  with  better  results. 

The  surgery  performed  on  the  small  bowel 
has  been  followed  by  death  when  resections  have 
been  done  in  the  presence  of  existing  gangrene 
or  when  a perforation  of  the  bowel  with  ad- 
vanced peritonitis  was  present.  Ten  in  the  former 
and  two  in  the  later  instances. 

The  higher  mortality  following  surgery  has 
occured  following  emergency  surgery  done  on 
poor  risk  patients  with  severe  disease.  (See  Ari- 
zona Medicine  September  1963  and  December 
1964) 

The  stillborn  ratio  has  not  been  reflected  in 
the  previous  publication.  During  the  nine  year 
period  of  the  study  there  have  been  46  stillborns 
amongst  6,486  obstetrical  admissions. 

76TH  ANNUAL  MEETING 
THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 

A FINE  SCIENTIFIC  PROGRAM  TO  BE  PRESENTED  BY  MEMBERS 

OF  THE  FACULTY  OF  THE 
UNIVERSITY  OF  COLORADO  MEDICAL  CENTER 

S.  Gilbert  Blount,  M.D. 

John  C.  Cobb,  M.D. 

C.  Wesley  Eisele,  M.D. 

N.  Paul  Isbell,  M.D. 

James  S.  Miles,  M.D. 

Carl  B.  Pollock,  M.D. 

Karl  E.  Sussman,  M.D. 

E.  Stewart  Taylor,  M.D. 

Robert  W.  Virtue,  M.D. 

William  R.  Waddell,  M.D. 

SAFARI  HOTEL,  SCOTTSDALE,  ARIZONA  — April  26  through  29,  1967 


TABLE  V 

Specific  Surgical  Procedures  Performed  in  the  Flagstaff 
Hospital  with  No  Postoperative  Deaths  8-1-56  to  7-1-66 

Head  and  Neck  STtrgery 

Tonsillectomy  and  Adenoidectomy 712 

Thyroidectomy  98 

Branchial  Cyst,  Thyroglossal  Cyst  Excision  8 

Scalene  fat  pad,  Scalenotomy  17 

Salivary  Gland  Excision-Parotid-Submaxillary  9 

Esophageal  Diverticulectomy 2 

Radical  Cervical  Lympadenectomy  8 

Extensive  resection  of  lip,  cheek.  Nose  Plastic  Repair.  . 21 
Thorax 

Breast  Surgery 

Breast  Tumor  Excision,  Partial  Mastectomy 18.5 

Breast  Abcess  Drainage  9 

Simple  Mastectomy  ' 17 

Radical  Mastectomy  24 

Neurological  and  Vascular 

Lumbar  Sympathectomy  38 

Peripheral  Nerve  Repair 11 

Vena  Cava  Ligation  or  Suture 6 

Peripheral  Arterial  Surgery  — Embolectomy, 

Suture-Endarterectomy  9 

Peripheral  Vein  Surgery-Saphenous  lign  and  stripping.  . 85 

Gynecological  Abdominal  and  Vaginal  Surgery  866 

Rectal  Surgery  152 

Hernia  Surgery  565 

Gastrointestinal 

Appendectomy  for  acute  appendicitis  394 

Enterolysis 41 

Enterenterostomy  4 

Reduction  of  volvulus  or  intussusception  5 

Glosure  of  abdominal  wound  dehiscence 3 

Partial  Omentectoniy  4 

Golotomy,  Closure  of  Colostomy,  Suture  of  Colon 20 

Abdominoperineal  Proctosigmoidectomy  10 

Bone  and  Joint  Surgery 

Open  Reduction  of  Fractures  222 

Amputations  79 

Arthrotomy  97 

Osteotomy,  Osteotomy,  Arthrodesis  30 

Tendon  surgery 68 

External  Genitalia  Surgery  in  Male 51 


It  may  be  seen  from  these  tables  that  the 
surgery  done  on  the  aorta  has  been  done  for 
ruptured  dissecting  aortic  aneurysms  of  pene- 
trating wounds  of  the  aorta.  The  postoperative 
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^g"WWeraf  psychiatry  and  neurolo 

t •.r  r < ''  ''' 

child  psychiatry 


psychoan 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D: 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  PH.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


THE  DIAGNOSTIC  lABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS  ^ 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

'1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1901  East  Thomas  Road 


Phoenix,  Arizona 


Phone  264-2101 
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Blood-glucose 
screening  for  ^ 
your  patients? 


...because  “Abnormalities  of  glucose 
metabolism  are  among  the  [most 
common]  encountered  in  clinical 
practice....”*  Simple,  quick,  econom- 
ical blood-glucose  screening 
with  Dextrostix®  Reagent  Strips  is 
practicable  in  every  regular  physical 
examination,  emergency  situation, 
and  whenever  hypor  or  hyper- 
glycemia may  be  of  clinical 
significance  — for  “The  precision 
and  accuracy  of  Dextrostix 
. . . meet  the  need  for  an  always 
available  simple  screening 


method....”*  All  that  is  required 
for  screening  with 
Dextrostix  is  60  seconds 
and  a globular  drop  of 
capillary  or  venous  blood. 
Abnormal  readings  will  be 
a valuable  aid  to  diagnosis; 
normals  will  help  you 
establish  an  important 
baseline  for  future  reference. 

*Marks,  V.,  and  Dawson,  A.: 

Brit.  M.  J.  7:293,  1965. 


DEXTROSTIX- 

provides  a clinically  useful 
determination  when  performed 
according  to  directions’!' 

tDEXTROSTlX  is  not  intended  to  replace 
the  more  precise  analytical  laboratory  methods. 


Yes— ^ your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 


I TOPICS  OF  CURRENT 
f I MEDICAL  INTEREST 

CHIROPRACTIC 


The  American  Medical  Association  has  adopt- 
ed an  official  policy  on  chiropractic. 

The  statement,  initiated  by  the  Committee  on 
Quackery  and  presented  by  the  Board  of  Direct- 
ors, was  adopted  unanimously  by  the  House  of 
Delegates  at  the  Clinical  Convention  in  Novem- 
ber, 1966. 

The  official  policy  of  medicine  on  chiropract- 
ice  states:  “It  is  the  position  of  the  medical  pro- 
fession that  chiropractic  is  an  unscientific  cult 
whose  practitioners  lack  the  necessary  training 
and  background  to  diagnose  and  treat  human 
disease.  Chiropractie  constitutes  a hazard  to 
rational  health  care  in  the  United  States  because 
of  the  substandard  and  unscientific  education  of 
its  practitioners  and  their  rigid  adherence  to 
an  irrational,  unscientific  approach  to  disease 
causation. 

“In  1965,  a United  States  District  Court,  in 
upholding  a state’s  constitutional  right  to  refuse 
to  license  chiropractors,  said  that  ‘since  chiro- 


practic claims  to  be  a complete  and  independent 
healing  art  capable  of  curing  almost  all  kinds 
of  disease,  the  state  Legislature  may  have  felt 
that  the  requirement  of  a foundation  in  materia 
medica  and  surgery  . . . would  be  a protection  to 
the  public.’  Without  dissent,  the  United  States 
Supreme  Court  affirmed  the  decision. 

“The  wisdom  of  these  decisions  by  the  nation’s 
highest  courts  justifies  the  medical  profession’s 
educational  program  of  alerting  the  nation  to 
the  public  health  threat  posed  by  the  cult  of 
chiropractic. 

“Patients  should  entrust  their  health  care  only 
to  those  who  have  a broad  scientific  knowledge 
of  diseases  and  ailments  of  all  kinds,  and  who 
are  capable  of  diagnosing  and  treating  them 
with  all  the  resources  of  modern  medicine.  The 
delay  of  proper  medical  care  caused  by  chiro- 
practors and  their  opposition  to  the  many  scien- 
tific advances  in  modern  medicine,  such  as  life- 
saving vaccines,  often  ends  with  tragic  results.” 


BOARD  OF  MEDICAL  EXAMINERS 


The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
January  14,  1967,  issued  licenses  to  practice 
medicine  in  the  State  of  Arizona  to  the  following 
doctors  of  medicine: 

4613  ANDEBSON,  JB.,  Wilmer  M.  (N),  V.  A. 
Hospital,  Martinez,  California. 

4614  ABCOMANO,  Joseph  (B),  22  High 
Street,  Huntington,  New  York. 

4615  BATES,  Donald  E.  (GP),  3II  North 
Main  St.,  Fort  Atkinson,  Wisconsin. 

4616  BENCHIMOL,  Alberto  (CD),  1033  East 
McDowell  Bead,  Phoenix,  Arizona. 

4617  BENSCH,  Ernest  (GP),  General  Hos- 
pital, San  Luis  Obispo,  Calif. 

4618  *BOHN,  Marie  H.  (P),  Arizona  State 
Hospital,  Phoenix,  Arizona. 

4619  BRANSFIELD,  James  J.  (GS),  2145 
West  Farwell  Ave.,  Chicago,  Illinois. 

4620  ’CHADWICK,  Ward  L.  (PH),  Pima 
County  Health  Dept.,  Tucson,  Arizona. 


4621  GILLEY,  Ronald  M.  (OBG),  St.  Joseph’s 
Hospital,  Phoenix,  Arizona. 

4622  COE,  Charles  M.  (GP),  202  Main  Street, 
Wakefield,  Nebraska. 

4623  CREASMAN,  William  T.  (OBG),  Strong 
Memorial  Hosp.,  Rochester,  New  York. 

4624  ’CURRIE,  Kenneth  P.  (GP),  Univ.  of 
Arizona,  Tucson,  Arizona. 

4625  FINKELSTEIN,  Harvey  (R),  2375  South 
Green  Road,  Beachwood,  Ohio. 

4626  ’GAINER,  Martha  Evelyn  J.  (PH- 
ADM),  Maricopa  Co.  Health  Dept.,  Phoenix, 
Arizona. 

4627  CARVER,  Paddy  R.  (GP),  Highway  60, 
Show  Low,  Arizona, 

4628  ’GESHELL,  Stanley  (P),  Arizona  State 
Hospital,  Phoenix,  Arizona. 

4629  GODFREY,  Homer  W.  (R),  434  South- 
dale  Med.  Bldg.,  Minneapolis,  Minn. 

4630  GOLDFEIN,  Samuel  (IM),  A.  Ho- 
pital,  Tucson,  Arizona. 
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4631  GREEN,  Edward  W.  (GS),  University 
Hospitals,  Iowa  Gity,  Iowa. 

4632  GRIM,  George  B.  (OPH),  Univ.  of  Mis- 
souri Sell,  of  Med.,  Golumbia,  Mo. 

4633  GRITZMAGHER,  Richard  O.  (GP- 
ADM),  USPHS  Indian  Hospital,  Sells,  Arizona. 

4634  HENRY,  Thomas  S.  (I VI),  1355  North 
Beaver  Street,  Flagstaff,  Ariz. 

4635  HESS,  Dennis  G.  (GP),  503  - 5th  Avenue, 
Safford,  Arizona. 

4636  HOLDERNESS,  Alan  W.  (ORS),  Ghild- 
ren’s  Hospital,  Akron,  Ohio. 

4637  HOLTZMAN,  Stuart  I.,  Disp.  #5,  U.  S. 
Army,  Fort  Hood,  Texas. 

4638  ISAGGSON,  E.  Arnold  (GPM-PH),  1624 
West  Adams  Street,  Phoenix,  Arizona 

4639  JORDAN,  Jeremy  H.  (IM),  Tucson  Med. 
Genter,  Tucson,  Arizona. 

4640  KRAEMER,  Willis  F.  (R),  7820  Kara 
Lane,  Knoxville,  Tennessee. 

4641  McGARVER,  Gharles  L.  (ORS),  Univ. 
of  Tex.  Med.  Branch,  Galveston,  Tex. 

4642  ‘‘MacGABE,  JR.,  Frederic  (GHP),  1930 
East  6th  Street,  Tucson,  Arizona. 

4643  MARTINEZ,  Anthony  (GP-GS),  7259 
Jeffery,  Ghicago,  Illinois. 

4644  *NIGRO,  Henry  (P),  315  Revere  Street, 
Ganton,  Massachusetts. 

4645  O’BAR,  Paul  R.  (IM),  V.  A.  Hospital, 
Tucson,  Arizona. 

4646  OROZGO,  Juan  E.  (GP),  5667  E.  22nd 
Street,  Tucson,  Arizona. 

4647  PERKINS,  Kenneth  D.  (PATH),  St. 
Joseph’s  Hospital,  Phoenix,  Arizona. 

4648  QUADRAGGI,  Leonard  J.,  1550  E.  In- 
dian School  Road,  Phoenix,  Arizona. 

4649  RASK,  Michael  (ORS),  2206  Lloyd  Med. 
Gtr.,  Portland,  Oregon. 

4650  RING,  Floyd  O.  (P),  1930  East  6th 
Street,  Tucson,  Arizona. 

4651  SAINZ,  Gilbert  R.  (GP),  Morenci  Hos- 
pital, Morenci,  Arizona. 

4652  SGHWARTZ,  Miles  J.  (IM),  102  East 
81st  Street,  New  York,  New  York. 

4653  SNIDERMAN,  Stephen  P.  (U),  450  Ken- 
neoy  Dr.,  Kankakee,  Illinois. 

4654  SNYDER,  Richard  D.  (OTO),  350  Grant 
Avenue,  Gresskill,  New  Jersey. 

4655  STEINEM,  David  L.  (P),  701  North 
Logan,  Lansing,  Michigan. 


4656  ^THORUP,  JR.,  Oscar  A.  (IM),  Goll. 
of  Med.,  Un.  of  Ariz.,  Tucson,  Arizona. 

4657  VAN  DE  WATER,  Joseph  M.,  Walson 
Army  Hospital,  Fort  Dix,  N.  Jersey. 

4658  VAZQUEZ,  Ivan  H.  (IM),  Roselle  & 
Golf  Roads,  Roselle,  Illinois. 

4659  WACHSMAN,  Harvey  F.  (NS),  Emory 
Univ.,  Dept.  Neurosurgery,  Atlanta,  Ga. 

4660  ^ WHITE,  Paul  J.  (GP),  1616  West  Ad- 
ams Street,  Phoenix,  Arizona. 

4661  WILLIFORD,  JR.,  E.  Allan  (IM),  2222 
North  Graycroft  Rd.,  Tucson,  Arizona. 

4662  WITGHEN,  Jack  M.  (ANES),  908  W, 
Mountain  View  Drive,  Mesa,  Arizona. 

4663  WOODARD,  John  S.  (N-P),  1127  Wil- 
Shire  Blvd.,  Los  Angeles,  Galif. 

4664  WOODS,  Alexander  H.  (IM),  V.  A. 
Hospital,  Tucson,  Arizona. 

4665  WRIGLEY,  JR.,  Wayne  (GP),  1550  E. 
Indian  School  Rd.,  Phoenix,  Arizona. 

**  Limited  Licenses  issued  pursant  to  the  exemp- 
tions provided  in  Arizona  Revised  Statutes,  as 
amended  in  1965. 

The  Board  further  authorized  issuance  of  Tem- 
porary Licenses  to  the  following  doctors  of 
medicine: 

Issued  Expires 

Alway,  Sr.,  James  D.  (GP), 

Ariz.  Downs-Turf  Paradise  1/18/67  7/18/67 
Constant,  Richard  R.  (GP), 

Casa  Grande  1/  1/67  7/  1/67 

Dorn,  Russell  (GP), 

Univ.  of  Arizona  SHC  1/28/67  7/28/67 
Feldman,  Marc  S.  (OPH), 

Douglas  12/30/66  6/30/67 

McLaughlin,  David  B.  (GP), 

Lake  Havasu  City  10/  7/66  4/  7/67 

MacGregor,  Robert  J.  (R), 

Sierra  Vista  12/  6/66  6/  6/67 

Nordmo,  Stanley  H.  (PATH), 

Maricopa  Co  Hosp.  1/14/67  7/14/67 

Rodgers,  Bradford  D.  (GP), 

Ariz.  Children’s  Colony  1/10/67  7/10/67 
Szymanski,  Jerome  F.  (P), 

Ariz.  State  Hospital  10/19/66  4/19/67 
White,  Jr.,  John  V.  (ADM), 

Ariz.  Children’s  Colony  9/12/66  3/12/67 
White,  Jr.,  Joseph  C.  (NS), 

Barrow  Neur.  Institute  1/21/67  7/21/67 
Willy,  Ralph  G.  (R), 

Douglas  10/27/66  4/27/67 
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full  complement  of 

highly  trained  registered  nurses 
Ips  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 
normal  ratio  of  more  than 
e registered  staff  nurse  for  every  tvro  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
f patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


mmM  nos  Jiiai 


ARIZONA  FOUNDATION  FOR 


5055  North  34th  Street 


955-6200 


PHOENIX,  ARIZONA 

NEUROLOGY  AND  PSYCHIATRY 
A Non-Profit  Corporation 


‘ Lo^^ated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 

near  picturesque  Camelback  Mountain,  the  hospital  is 
I dedicated  exclusively  to  the  treatment  of  psychiatric 

and  psychosomatic  disorders,  including  alcoholism. 

I 

iS-OVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  an.!  THE  AMERICAN  PSYCI  llA  I RU  \s>C. 


NEW  EVIDENCE: 


Pro-Banthme®  (propantheline  bromide) 

gives  positive,  selective  benefits  in 
gastrointestinal  disorders. 


managing  gastrointestinal  disor- 
ders has  been  the  choice  of  an 
anticholinergic  agent  which  will 
act  positively  and  selectively  on 
the  gastrointestinal  tract  without 
extensive  secondary  effects. 

Recent  direct  observations  with 
the  cinefibergastroscope  and  intra- 
gastric  photography^  visually 
confirm  previous  evidence  that 
Pro-Banthme  does,  indeed,  possess 
such  selective  activity. 

Barowsky  and  his  associates 
demonstrated  that  a minimal  dose 
of  6 to  8 mg.  of  Pro-Banthme  in- 
travenously produced  complete 
relaxation  of  gastric  activity.  Sec- 
ondary effects  were  not  significant. 

By  contrast,  it  required  0.8  mg. 
or  double  the  usual  dose  of  atro- 
pine intravenously  to  achieve  sim- 
ilar gastric  relaxation.  Side  effects 
of  this  dosage  of  the  belladonna 
alkaloid  were  pronounced.  Ven- 
tricular rates  were  as  high  as  150 
per  minute. 

For  positive,  selective  anticho- 
linergic benefits  Pro-Banthine  is 
indicated  in  patients  with  peptic 
ulcer,  gastritis,  irritable  colon  and 
other  forms  of  gastrointestinal 
hypermotility. 


Intragasiric  photograph  o(  pyloric  region 
showing  complete  relaxation  of  pyloric  sphinc- 
ter with  6 mg.  of  Pro-Banthine  intravenously. 


Dosage:  The  maximal  tolerated  dosage 
is  usually  the  most  effective.  For  most 
adult  patients  this  will  be  four  to  six 
15-mg.  tablets  daily  in  divided  doses.  In 
severe  conditions  as  many  as  two  tab- 
lets four  to  six  times  daily  may  be 
required.  Pro-Banthme  (brand  of  pro- 
pantheline bromide)  is  supplied  as  tab- 
lets of  15  mg.,  as  prolonged-acting 
tablets  of  30  mg.  and,  for  parenteral 
use,  as  serum-type  ampuls  of  30  mg. 
The  parenteral  dose  should  be  adjusted 
to  the  patient’s  requirement  and  may  be 
up  to  30  mg.  or  more  every  six  hours, 
intramuscularly  or  intravenously. 

Contraindications:  In  glaucoma  or  se- 
vere cardiac  disease. 

Precautions:  Since  varying  degrees  of 
urinary  hesitancy  may  occur  in  the  el- 
derly male  with  prostatic  hypertrophy, 
this  should  be  watched  for  in  such  pa- 
tients until  they  have  gained  some  expe- 
rience with  the  drug. 

Although  never  reported,  theoreti- 
cally a curare-like  action  may  occur 
with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive 
prompt  and  continuing  artificial  respi- 
ration until  the  drug  effect  has  been 
exhausted. 

Side  Effects  The  more  common  side 
effects,  in  order  of  incidence,  are  xero- 
stomia, mydriasis,  hesitancy  of  urina- 
tion and  gastric  fullness. 

1.  Barowsky,  H.;  Greene,  L.;  Bennett,  R.,  and 
Buganza,  G.:  The  Effect  of  Anticholinergic 
Drugs  on  Gastric  Motility  and  Pyloric  Func- 
tion, Scientific  Exhibit,  Annual  Convention 
of  the  American  Medical  Association,  Chi- 
cago, Illinois,  June  26-30,  1966. 
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Picture  of 
low  back  pain 


treated  with 
Parafon  Forte 


TABLETS 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 

restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
g'astric  mucosa  so  often  associated  with  salicylate 
therapy^ 

md  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
5-hour  span  of  action,^-®  and  to  retain  effectiveness 
3ven  on  continued  administration,^-'^  but  which  does  not 
^ave  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
ind  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders, 
four  patients  will  appreciate  the  restored  comfort 
ind  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug- 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  SupltHed: 
Scored,  light  green  tablets,  imprinted  “ McN El  L”— bottles  of 

References:  1.  Batterman,  R.  C.,  and  Grossni.an,  A.  J. : Fed. 

1965.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Bharma.  ■ ; 

Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company.  19  ■ ■ 9!.  I . i. 

J.  L.  A.,  et  at.:  GastroenterolOKy  44:  146,  1963.  4.  Conm  - . i;  . nil  '."rn 

J.  J.:  J.  Pharmacol.  Exp.  Ther.  195:340,  1960.  6.  Settel.  i:  - "i,  :,I.  ,1.  • u:.’;’ 

1959.  6.  Berman,  U.  ll.,  > ' ,u.:  His  New 
Syst.  C.-)  :430,  196-1.  V-  liavien.  n.  1‘  : Ihid., 
97:189,  1966.  - , , , ....  - 

McNEII  LABORATORII  : . I .1  r:e  I ■ ‘ 
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4'hetulf;y4  grain  ot.phenobarb  in  the  formula  ^ : 

Jakes  the^n  off  the  pain 

. . helps  bring  out  the  best  in  codeine 


Phenaphen 

withCodainB 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


Each  capsule  contains: 

Phenobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

Aspirin  (272  gr.) 162.0  mg. 

Phenacetin  (3  gr.) 194.0  mg. 

Hyoscyamine  sulfate 0.031  mg. 

Codeine  phosphate Va  gr.  (No.  2), 


Vi  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO.,  INC.,  Richmond,  Va.  23220 


CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 

(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  ■ MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 

These  advantageous,  time-saving  features: 

• Adjoining  Scottsdale  Baptist  Hospital  • Spacious  parking  lot  for  patients 

• Heat,  Air  Conditioning,  all  electric  service,  • Covered  parking  for  tenants 
daily  janitor  service  furnished 

DENTIST  DENTAL  LAB.  OBSTETRICS  4 GYNECOLOGY  PSYCHIATRY 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake  Roy  O.  Young,  M.D.  Murray  Urie,  M.D. 

Patrick  Ryan,  D.D.S  Gregory  C.  Smith,  M.D.  GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  PHYSICAL  THERAPIST  RADIOLOGY  OTHERS 

Thomas  B.  Jarvis,  M.D.  Jean  Hoffman,  R.P.T.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 
Fred  C.  Schoene,  M.D.  Scottsdale  •pticians 

For  Leasing  Information  Call  946-9091 
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Doctor:  Out  your  billing  and  bookkeeping  costs! 

The  Valley  Bank  offers  you  “Medac”  - Arizona’s  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation). 

CONTACT  ANY  VALLEY  BANK  OFFICE 


in  Phoenix 
Bud  Gray  261-1317 


or  phone: 


in  Tucson 

Don  Markle  624-8711 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 
CUTTER  AVIATION,  I N C . sky  harbor,  phoenix 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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Pharmacy  Directory 


Scrying  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  • Mesa  • Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge5-5719  FREE  DELIVERY 


iScottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Situation  Wanted:  Board  Certified  General  Sur- 
geon licensed  in  Arizona  seeks  association 
with  individual  or  group.  Married  with  family; 
available  for  personal  interview  for  mutual 
evaluation.  Reply  Box  64-3,  4601  N.  Scotts- 
dale, Arizona  85251 . 


March,  1967 
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Classified 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonv\/ood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


Attention:  Immediate  opening  for  physician  in- 
terested in  Group  General  Practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  invest- 
ment or  equipment  necessary.  Industrial  con- 
nection allows  immediate  salary  — $24,000 
guaranteed.  Will  accept  draft  eligible  physi- 
cian. Write  Drawer  M,  Miami,  Arizona. 


FOR  SALE:  Assorted  sizes  film  hangers  com- 
plete with  darkroom  GO-GO  girl.  Telephone 
937-6322. 


General  Surgeon  desires  Group  or  Associate 
practice  in  Phoenix  area.  General  Surgery 
Board  Eligible  July  1967.  Military  service  com- 
pleted; age  30.  Contact:  Box  67-1,  ARIZONA 
MEDICINE,  4601  North  Scottsdale  Rd.,  Scotts- 
dale, Arizona  85251. 


24-HOUR  AMBULANCE  SERVICE 


MOTOR  ANO  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 

AL  2-34T1 


HOSPITAL  MEDICAL 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Amow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOCTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGaliey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRACTICE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

GENERAL  SURGERY  - CANCER 
Herbert  N.  Munliall,  M.D. 

INTERNAL  MEDICINE  & CARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Roy  O.  Young,  M.D. 

OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORTHODONTIST 

James  C.  Toye,  D.D.S. 

ORTHOPEDIC  SURGERY 
Malcolm  F.  Dorfman,  M.D. 

PATHOLOGY 

Thomas  B.  Jarvis,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Wilhneng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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Something  special 

Darvon®  Compound- 

Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and  ' 

32.4  mg.  caffeine.  .idESr 


Additional  information  available 
to  the  medical  profession  upon  request. 

Eli  Liliy  and  Company 
Indianapolis,  Indiana  46206 


when  it  counts... 

Chloromycetin 

(chloramphenicol) 


PARKC,  DAVIS  * COMPANY,  Dtinif,  Michigan  48133 


Complete  information  for  usage 
available  to  physicians  upon  request. 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


ROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 
PATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

Each  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  5 mg./ kg.  BSP 
dosage  schedule  imprinted  on  the  barrel, 
a sterile  needle,  alcohol  swab  and  a 7.5  ml. 
or  10  ml.  size  ampule  of  terminally 
sterilized  Bromsulphalein  solution. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor—  the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


(BSP03) 


BALTIMORE,  MARYLAND  21201 


For  adolescents,  acne  Is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres."* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients—even  with  severe  forms  — 
through  the  “acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  any  acne  regi- 
men. Faster,  better  results  help  re- 
store self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  "infection  fac- 


tor." pHisoHex  is  especially  effec- 
tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 


dones, pustules  and  scarring.  It  con- 
tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0.3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use. 
pHisoHex  is  supplied  in  squeeze 
bottles  of  5 oz.  and  1 pint  and  in 
unbreakable  bottles  of  1 gal. 
pHisoAc  is  supplied  in  tubes  of  IV2 
oz.,  also  available  in  a combination 
package  with  a 5-oz.  squeeze  bot- 
tle of  pHisoHex. 

*Kligman,  A.  M.,  in  Ludwig,  G.  D.'  and 
Efsom,  Katherine  O.  (Eds.):  Am.  Pract. 
13:200,  March,  1962, 

pHisoHex  and  pHisoAc,  trademarks reg.  U.S.  Pat.  Oft. 
Winthrop  Laboratories,  New  York,  N.Y,  10016 


Skin  detergent  with  3**/o  hexachiorophene 

is  always  “right” 
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This  pain 

getting 
on  my 
nerves. 

Patients  in  pain  often  experience  concomitant  anxiety  and  tension, 
which  may  add  to  the  burden  of  pain. 

For  such  patients,  you  may  want  to  prescribe  a preparation  that  offers 
more  than  simple  analgesia. 

A good  choice  is  often  EquagesiC®  (meprobamate  and  etho- 
heptazine  citrate  with  aspirin).  It  helps  relieve  pain.  And  anxiety. 
And  skeletal  muscle  spasm  as  related  to  pain  or  anxiety  and 
tension. 


TABLETS 


EquagesiC 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


Precautions:  Keep  out  of  reach  of  children.  Carefully  supervise  dose  and  amounts  prescribed, 
especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of  meprobamate 
may  result  in  dependence  or  habituation  in  susceptible  persons— as  ex-addicts,  alcoholics,  severe 
psychoneurotics.  Withdraw  gradually  after  prolonged  high  dosage  to  avoid  possibly  severe 
withdrawal  reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol 
tolerance.  If  drowsiness,  ataxia  or  visual  disturbances  occur,  reduce  dose.  If  symptoms  persist, 
caution  patients  against  operating  machinery  or  driving.  Give  cautiously  to  patients  with  suicidal 
tendencies.  Treat  attempted  suicide  with  immediate  gastric  lavage  and  appropriate  supportive  therapy. 

Side  Effects : Ethoheptazine  and  aspirin  may  occasionally  cause  nausea,  vomiting,  epigastric  distress, 
and  rarely  dizziness  and  CNS  depression.  Overdosage  may  result  in  salicylate  intoxication.  Meprobamate 
rarely  causes  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop  in 
patients  receiving  only  1 to  4 doses  who  have  had  no  previous  contact  with  meprobamate.  Mild  reactions 
are  characterized  by  urticarial  or  erythematous  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  petechiae,  ecchymoses,  peripheral  edema  and  fever  have  been  reported.  Meprobamate  should  be 
stopped  and  not  reinstituted.  Severe  reactions,  observed  very  rarely,  include  angioedema,  bronchial  spasms, 
fever,  fainting  spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and 
hyperthermia.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  tollowing  prolonged  dosage. 
Rarely,  cases  of  aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic 
anemia  have  been  reported;  almost  always,  in  the  presence  of  known  toxic  agents. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin  or  meprobamate. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


How  long } 
it  take  her 
to  recover 


if  she  just 
doesn’t  care? 


Does  she  really  care? 
s she  alert,  encouraged, 
lositive  and  optimistic 
bout  getting  completely 
ii'ell  soon? 

Or  has  she  given  in  to 
lie  demoralizing  impact 
f confinement,  disability 
nd  dependency? 

When  functional  fati£ue 
omplicates  convalescence, 
fJertonic  can  help... 


I 


I 


i 

i 


Pleasant-tasting  Alertonic  is  pipradrol  hydrochloride 
—an  effective  cerebral  stimulant  whose  gentle  ana- 
leptic action  helps  counteract  the  apathy  and  inertia 
that  can  often  delay  convalescence— together  with  an 
excellent  vitamin  and  mineral  formula,  in  a satisfy- 
ing 1 5 % alcohol  vehicle. 

Nothing  fosters  confidence  and  a sense  of  well- 
being better  than  your  own  personal  warmth,  under- 
standing and  encouragement  together  with  Alertonic 
to  help  insure  prompt  response. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before 
meals.. . tastes  best  chilled. 

And  for  your  patient’ s sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 

Atertonie 

Available  Only  On  Prescription 

Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%;  pipradrol  hydro- 
chloride, 2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10  MDR*),  10 
mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyridoxine  hydrochloride 
(vitamin  By),  1 mg.;  niacinamide  (5  MDR),  50  mg.;  choline,!  100  mg.; 
inositol,!  100  mg.;  calcium  glycerophosphate,  100  mg.  (supplies  2% 
MDR  for  calcium  and  for  phosphorus)  and  1 mg.  each  of  the  follo\ving: 
cobalt  (as  chloride),  manganese  (as  sulfate),  magnesium  (as  acetate), 
zinc  (as  acetate),  and  molybdenum  (as  ammonium  molybdate). 

♦Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated  with:  a 
depressing  life  experience  or  stressful  time  of  life;  advancing  years; 
convalescence;  limited  activity  or  confinement.  2.  Poor  appetite  and 
vitamin-mineral  deficiency  as  they  occur  in:  patients  having  faulty  eat- 
ing habits;  geriatric  patients  who  are  losing  interest  in  food;  patients 
convalescing  from  debilitating  illness  or  surgery. 

Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to  2 
teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be  taken 
three  times  daily  30  minutes  before  meals. 

Contraindications:  As  with  other  drugs  with  CNS  stimulating  action, 
Alertonic  is  contraindicated  in  hyperactive,  agitated  or  severely  anxious 
patients  and  in  chorea  or  obsessive  compulsive  states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs  should 
be  observed  carefully  in  the  initial  stages  of  treatment. 


N THE  WM.  S.  MERRELL  COMPANY 

]Vl0]?r0ll  ) Division  of  Richardson-Merrell  Inc. 

y Cincinnati,  Ohio  45215 


Tlie  only  tiling'  better  tlian 
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Arizona  Medicine 


A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.  D.,  Director  of  Medicine. 


this  issue: 


the  ubiquitous  world  of 


summer  allergies 


the  ubiquitous  world  of  summer  allergies 

Donald  L Unger,  M.  D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.^  The  snow  melts,  the  trees 
blossom  and  rhe  noses  run.  Parients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.’’ 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

Oarly  in  April  rrees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patienr  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.^  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro-  ■ 
longed  in  the  southern  part  of  the  country.  Tree  ; 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
arely  surrounding  his  home. 

Grasses  pollinate  from  abour  May  15  until  July  4, 
and  cause  "rose  fever.’’  Grass  pollens  are  somewhat  i 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.^  Thus,  while 
the  tree  season  is  really  several  small  seasons  inrer- 
twined,  the  grass  season  will  usually  resulr  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when  ! 
grass  is  pollinating— he  will  have  to  think  of  another  ; 
excuse  nor  to  mow  the  lawn  after  July  4. 

lagweed  is  the  "Big  Daddy’’  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener-  : 
ally  from  mid-August  until  the  end  of  September,  ; 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five.'* 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.^  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.^  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 

{Concluded  on  following  page) 


WH.,e  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


to  relieve 


summer  allergies 


MB  ■ ■ ® 

Triaminic 


Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 

It’s  a comforting  thing  to  know 

For  product  information  see  following  page 


{Advertisement) 


nightmare  for  the  botanically  uninitiated  in  the 
causes  of  thus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  thus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  thus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Jinother  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.^  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  \hs,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.®  It  is  customary  to  write 
"heart  attack”  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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How  can  he 
be  a sport 
with  a 
runny 
nose? 


For  summer  allergies,  summer 
colds,  or  nasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It’s  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  Summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  gi>'en  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  im- 
used  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


As  our  Diamond  Anniversary  officially  closes 
and  we  enter  upon  our  76th  year,  we  might  well 
pause  for  a brief  evaluation. 

The  impact  of  P.  L.  89-97  has  been  evaluated 
and  apparently  weathered.  The  effort  expended 
on  the  reproduction  of  our  Principles  of  Medical 
Ethics  appears  not  to  have  been  in  vain  and  is 
currently  reflected  in  many  of  our  actions. 

A reawakened  spirit  of  professionalism  has  be- 
come much  more  evident  in  our  legislative  ef- 
forts and  directions.  It  is  mirrored  in  the  reports 
of  our  Board  of  Directors. 

The  problems  incipient  upon  the  opening  of 
the  doors  of  a Medical  School  at  the  University 
of  Arizona  have  been  recognized  and  met  with 
responsibility,  maturity,  and  a spirit  of  complete 
cooperation. 

Our  public  image  as  physicians  has  been  en- 
hanced by  the  assumption  of  the  medical  respon- 
sibility in  the  formation  of  detection  and  con- 
trol programs  relative  to  communicable  and 
metabolic  diseases  in  our  State  Medical  pro- 
grams. 

The  Scientific  Program  for  our  76th  Annual 
Meeting  is  exceptional  and  appears  on  pages  301 
through  308.  The  Program  reflects  the  dedica- 
tion in  planning  and  execution  which  has  been 
shown  by  our  Scientific  Assembly  Committee 
over  the  past  year.  It  will  prove  to  be  a stimu- 
lating program. 

One  last  thought  on  our  Annual  Meeting;  this 
is  YOUR  Scientific  Assembly;  YOUR  Medical 
Association. 

Roland  F.  Schoen,  M.D. 

Editor 
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Picture  of 
low  back  pain 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility . . . stop  pain-spasm  feedback 

Here  is  why,  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain/’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action, and  to  retain  effectiveness 
even  on  continued  administration,^-^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte^iABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 

Cautions  and  side  effects;  Use  with  caution  in  patients  with  | 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  i4:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al.:  Gastroenterology  ^.4:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 

J.  J.:  J.  Pharmacol.  Exp.  Ther.  128:Z40,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid., 
27:189,  1966.  *u.s.  patent  no.  2,895.877 

MCNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 
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6:00  PM. 
8:00  P.M. 

9:00  A.M. 
10:00  A.M. 


1 1 :00  A.M. 
11:30  A.M. 
12:30  P.M.- 
2:00  P.M. 

1:00  P.M. 
1:00  P.M. 
1:00  P.M. 

5:00  P.M. 
7:00  P.M. 
8:00  P.M. 


7:00  A.M. 
7:30  A.M. 


9:15  A.M. 

9:45  A.M. 

10:15  A.M. 
10:45  A.M. 

11:15  A.M. 

12:00  NOON 


1:45  P.M.- 
2:15  P.M. 


2:15  P.M. 


TUESDAY  - APRIL  25,  1967 

BOARD  OF  DIRECTORS  Dinner  Kudu  Room 

Board  Meeting  Convention  Center 

WEDNESDAY  - APRIL  26,  1967 

HOUSE  OF  DELEGATES  — First  Session  ...Convention  Center 

GENERAL  SESSION  — Opening  Exercise  Convention  Center 

Call  to  Order  — Paul  B.  Jarrett,  M.D. 

Invocation  and  Memorial  Service 

Rev.  Floyd  W.  Goulooze,  Glass  and  Garden  Drive-in  Church,  Scottsdale 
Welcome  — Maricopa  County  Medical  Society,  John  A.  Ash,  M.D.,  President 
Response  — Navajo  County  Medical  Society,  Claude  H.  Peterson,  M.D. 
Introduction  of  Distinguished  Guests,  Paul  B.  Jarrett,  M.D. 

Honorable  Jack  Williams,  Governor 
Honorable  B.  L.  Tims,  Mayor  of  Scottsdale 
Paul  J.  Slosser,  M.D. 

Merlin  K.  DuVal,  Jr.,  M.D. 

Charles  L.  Hudson,  M.D.,  President,  American  Medical  Association 
Introduction  of  Incoming  President  — Paul  B.  Jarrett,  M.D. 

Presidential  Address  — Arnold  H.  Dysterheft,  M.D. 

Intermission  Visit  the  Exhibits 

BLUE  SHIELD  — Annual  Corporation  Meeting,  First  Session  Convention  Center 

Annual  Golf  Tournament  Indian  Bend  Golf  & Country  Club 

(7330  N.  Pima  Road,  north  on  Scottsdale  Road  to  Indian  Bend  Road.  Right 
on  Indian  Bend  Road  to  Pima  Road.  Left  on  Pima  Road.) 

ArMPAC  Board  of  Directors  Luncheon  Lanai  Room 

ArMA  Past  Presidents  Luncheon  French  Quarter 

ArMA  Resolution  Reference  Committee  Convention  Center 

to  be  followed  by  Blue  Shield  Reference  Committee 

ArMA  Amendments  Reference  Committee  Patio  Conference  Room 

RECEPTION  ....Poolside 

CHUCK  WAGON  DINNER  ...Poolside 

Mariachi  Music  — The  function  co-sponsored  by  Blue  Shield  and  ArMA 
(Admission  by  Ticket  Only) 


THURSDAY  - APRIL  27,  1967 

Breakfast  French  Quarter 

Panel  French  Quarter 

“Adolescent  Health  Problems" 

Moderator  — T.  Richard  Gregory,  M.D.  — Discussants,  C.  B.  Pollock,  M.D.,  Karl 
E.  Sussman,  M.D.,  E.  Stewart  Taylor,  M.D. 

SCIENTIFIC  SESSION  Convention  Center 

"Chromosomal  Abnormality:  A preventable  cause  of  birth  defect?" 

Speaker  — John  C.  Cobb,  M.D.  — Moderator  — Edward  Sattenspiel,  M.D. 

SCIENTIFIC  SESSION  Convention  Center 

"Juvenile  Diabetic" 

Speaker  — Karl  E.  Sussmann,  M.D.  — Moderator  — Philip  Levy,  M.D. 

INTERMISSION  Visit  The  Exhibits 

(coffee  served  in  woman's  auxiliary  booths) 

SCIENTIFIC  SESSION  Convention  Center 

"A  Study  of  Parents  Who  Attack  Children" 

Speaker  — C.  B.  Pollock,  M.D.  — Moderator  — John  Carlson,  M.D. 

SCIENTIFIC  SESSION  Convention  Center 

"Indications  for  Operating  on  Fractures" 

Speaker  — James  S.  Miles,  M.D.  — Moderator  — Paul  J.  Nichols,  M.D. 

SPECIALTY  LUNCHEON  MEETINGS 

Arizona  Chapter  American  Academy  of  General  Practice  — 

Business  Meeting  French  Quarter 

Disaster  Medicine  Sub-Committee  Meeting  Lanai  Room 

"Communication  in  Medical  Disasters" 

CONCURRENT  SCIENTIFIC  SESSIONS  Convention  Center 

Session  A ....Room  A1 

"Surgical  Aspects  of  Hemorrhagic  Gastritis" 

Speaker  — William  R.  Waddell,  M.D.  — Moderator  — Reginald  J.  M.  Zeluff,  M.D. 

Session  B Room  A2 

"Principles  and  Practices  in  the  Care  of  the  Pregnant  Diabetic" 

Speaker  — Karl  E.  Sussman,  M.D.  — Moderator  — Arthur  V.  Dudley,  Jr.,  M.D. 

Session  C Room  A3 

"Selection  of  Patients  for  Surgery" 

Speaker  — S.  Gilbert  Blount,  Jr.,  M.D.  — Moderator  — John  F.  Currin,  M.D. 
Session  A Room  A1 


"Fluids  During  Surgery" 

Speaker  — Robert  W.  Virtue,  M.D.  — Moderator  — Reginald  J.  M.  Zeluff,  M.D. 

Session  B Room  A2 

"The  Physiological  and  Pathological  Effects  of  the  Birth  Control  Pills" 

Speaker  — E.  Stewart  Taylor,  M.D.  — Moderator  — Arthur  V.  Dudley,  Jr.,  M.D. 

Session  C Room  A3 

"What  is  Depression?" 

Speaker  — C.  B.  Pollock,  M.D.  — Moderator  — John  F.  Currin,  M.D. 

2:45  P.M.  INTERMISSION  Visit  the  Exhibits 

(coffee  served  in  woman's  auxiliary  booths) 

3:00  P.M.  Panel  ....Convention  Center 

"Malpractice  or  Defensive  Medicine 

Moderator  — Justice  Jesse  A.  Udall,  Arizona  Supreme  Court 
Discussants  — James  O'Connor,  LL.B.;  Paul  J.  Matte,  Jr.,  M.D.,  LL.B.;  John  Schwartz- 
mann,  M.D.;  Marvin  Johnson,  LL.B. 

7:00  P.M.  RECEPTION  — (no  host)  Poolside 

8:00  P.M.  PRESIDENT'S  BANQUET  Convention  Center 

Guest  Speaker:  Dr.  John  H.  Furbay 

FRIDAY -APRIL  28,  1967 

7=00  A.M.  Breakfast  Kudu  Room 

7:30  A.M.  Panel  Kudu  Room 

"Iatrogenic  Disease" 

Moderator  — Clarence  L.  Robbins,  M.D. 

Discussants  — C.  B.  Pollock,  M.D.;  Alan  L.  Gordon,  M.D.;  William  B.  McGrath,  M.D. 

Scientific  Session  Convention  Center 

9:15  A.M.  "Moniliasis:  Its  Diagnosis  and  Management" 

Speaker  — N.  Paul  Isbell,  M.D.  — Moderator  — William  C.  Scott,  M.D. 

9:45  A.M.  Scientific  Session  Convention  Center 

"Problems  Associated  with  the  Administration  of  Estrogen" 

Speaker  — E.  Stewart  Taylor,  M.D.  — Moderator  — Warren  A.  Bennett,  M.D. 

10:15  A.M.  INTERMISSION  ......Visit  The  Exhibits 

(coffee  served  in  woman's  auxiliary  booths) 

10:45  A.M.  Scientific  Session  Convention  Center 

"Present  Status  and  Recent  Developments  in  the  Organ  Transplantation  Field" 
Speaker  — William  R.  Waddell,  M.D.  — Moderator  — Richard  T.  McDonald,  M.D. 

11:15  A.M.  Scientific  Session  Convention  Center 

"Choice  of  Anesthetic  Procedures" 

Speaker  — Robert  W.  Virtue,  M.D.  — Moderator  — Deward  G.  Moody,  M.D. 

12:00  NOON  SPECIALTY  LUNCHEON  MEETINGS 

American  College  of  Chest  Physicians  Lanai  Room 

S.  Gilbert  Blount,  Jr.,  Guest  Speaker 
"Alcohol  and  the  Heart" 

American  College  of  Surgeons  French  Quarter 

William  R.  Waddell,  M.D.,  Guest  Speaker 
"Surgical  Anatomy  of  the  Liver  and  its  Applications" 

1 :45  P.M.  Scientific  Session  Convention  Center 

"Medical  Quackery  and  Fads" 

Speaker  — C.  Wesley  Eisele,  M.D.  — Moderator  — Charles  E.  Henderson,  M.D. 

2:15  P.M.  Scientific  Session  ..Convention  Center 

"Altitude  and  the  Pulmonary  Circulation" 

Speaker  — S.  Gilbert  Blount,  Jr.,  M.D.  — Moderator  — Alan  L.  Gordon,  M.D. 

2:45  P.M.  INTERMISSION  Visit  The  Exhibits 

(coffee  served  in  woman's  auxiliary  booths) 

3:00  P.M.  Panel  ....Convention  Center 

"Medical  Staff  and  the  Modern  Hospital" 

Moderator  — Paul  B.  Jarrett,  M.D. 

Discussants  — Stephen  M.  Morris,  Administrator,  Good  Samaritan  Hospital;  Robert 
W.  Virtue,  M.D.;  C.  Wesley  Eisele,  M.D.;  John  F.  Christianson,  M.D. 

6:30  P.M.  ArMPAC  Annual  Dinner  Convention  Center 

GUEST  SPEAKERS 

Rep.  Jerome  Waldie  (D)  14th  Congressional  District,  California 
Rep.  Sam  Steiger  (R)  3rd  Congressional  District,  Arizona 

SATURDAY  - APRIL  29,  1967 

8:00  A.M.  HOUSE  OF  DELEGATES  — Second  Session  Convention  Center 

10:00  A.M.  Intermission 

10:30  A.M.  BLUE  SHIELD  — Second  Session  Convention  Center 

12:00  NOON  SPECIALTY  LUNCHEON  MEETINGS 

Arizona  Psychiatric  Society  Kudu  Room 

Guest  Speaker  — John  C.  Cobb,  M.D. 


Mrs.  Robert  G.  Delph 

President 


Mrs.  Elvie  B.  Jolley 

President-Elect 


WOMAN’S  AUXILIARV 

of  the 


Arizona  Medical 
Association 
37th  Annual  Meeting 


rogratn 


General  Chairman:  Mrs.  Lewis  Winter 
Co-Chairman:  Mrs.  William  Mintum 
Honorary  Chairman:  Mrs.  Arnold  H. 
Dysterheft 

Hostess  Auxiliary:  Maricopa  County 
Medical  Society 


Wednesday,  April  26,  1967 

Registration  Lobby  — Convention  Center 

1:30  P.M.  Hamer  Education  Loan  Fund 

Committee  __..Room  155 

Mrs.  Mayer  Hyman 

1:30  P.M.  Nominating  Committee 

Meeting  Room  10 

Mrs.  Hubert  Estes 

2:30  P.M.  Pre-Convention  State  Board 

Meeting. .Patio  Conference  Room 


Mrs.  Robert  Delph 

7:00  P.M.  Reception  Poolside 

8:00  P.M.  Chuck  Wagon  Dinner... Poolside 


Dress:  "Western"  or  Informal 


Thursday,  April  27,  1967 

Registration  Lobby  — Convention  Center 

9:00  A.M.  Continental  Breakfast.... Kudu  Room 

9:30  A.M.  FIRST  GENERAL 

SESSION  - Kudu  Room 

Welcome— Mrs.  Lewis  S.  Winter 
Address  by  National  Officer 
Mrs.  E.  R.  W.  Fox 
County  Presidents'  Reports 
Election  of  Officers 
In  Memoriam 

11:30  A.M.  Recess  of  FIRST  GENERAL  SESSION 


7:00  P.M.  RECEPTION  (no  host) ..Poolside 

8:00  P.M.  President's 

Banquet  Convention  Center 


Friday,  April  28,  1967 

9:00  A.M.  Continental 

Breakfast  French  Quarter 

9:30  A.M.  WORKSHOP  French  Quarter 

Chairman— Mrs.  Clare  Johnson 
AMA  - ERF— Mrs.  Jay  Sitterley 
Community  Service— Teenage 
VD  Film 

Health  Careers— Mrs.  Wm.  Scott 
International  Health— Mrs.  Robert 
Cutherbertson 

Legislation— Mrs.  George  Enfield 

1 1 :30  A.M.  Recess 

12:00  Noon  Luncheon  and  Fashion 

Show  ....Kudu  Room 


1:30  P.M.  SECOND  GENERAL 

SESSION  Kudu  Room 

Pres.  Report— Mrs.  Robert  Delph 
Installation  of  Officers 
Acceptance— Mrs.  Elvie  B.  Jolley 
Adjournment  of  Thirty-Seventh 
Annual  Meeting 
Post  Convention  Board  Meeting 


12:00  Noon  Transportation  from  Safari  Hotel  to 
Biltmore  Hotel  (assemble  in  front 
of  Convention  Center) 

12:15  P.M.  Biltmore  Hotel 

12:30  P.M.  Luncheon  Biltmore  Hotel 


Hobby  Exhibit  . . . Booths  D,  E,  F,  & G 
Convention  Center 

The  Woman's  Auxiliary  again  bring  together  a 
wonderful  hobby  exhibit  that  everyone  should 
take  time  to  visit.  Open  daily. 


1:30  P.M,  Tour  of  Homes— Mrs.  Thomas  Ross 


5*4j44j44j44j44*44*44j»4j»4j44j44j44j44j»4j44j44j44j44j44j»4j»4j44j44j44*445»4j44j44*44j»4jw4j44j44j»4j44jM 
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People  keep  asking  us 


“ Why  do  you  call  the 


a sanitation  system 


instead  of  a vacuum  cleaner 
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Only 

(The  problem  of  overcoming  increasing  air  pollution  is  one  of  the  most  urgent  facing  your  institution  and  the  entire  con 
today.  How  FILTER  QUEEN,  through  its  unique,  patented  Filter  Cone  helps  combat  air  pollution  while  it  cleans,  she 
of  vital  interest  to  every  member  of  your  hospital  staff.  We  hope  you  will  mark  these  pages  and  route  them  accor 


1.  Every  hospital  has  its  dust  and  odor  problems, 


Dramatic  smoke  test 
shows  how 

FDILTE^  QUEIEINI 

removes  air-borne 

I 

contaminants  and 
offensive  odors 


3.  FILTER  QUEEN  quickly  removes  air-borne  contaminants  while  it 


2.  That's  when  a FILTER  QUEEN  is  needed, 


helps  purify 
ie  air  while  it  cleans! 


at  is  why  we  call  PDDJTEIR  ^OIEEINI 

anitation  system  instead  of  a vacuum  cleaner! 


:W  OF  THE  HUNDREDS  OF 


The  engineers  who  perfected  the  FILTER  QUEEN  machine  clearly  recog- 
nized that  all  bag-type  vacuum  cleaners  cannot  operate  with  maximum 
efficiency  because  they  use  a porous  bag.  So,  to  make  suction  cleaning  action 
truly  efficient,  they  had  to  hnd  a way  to  overcome  the  leakage  in  dust  and 
dirt  that  so  often  occurs  whenever  a porous  bag  is  used. 

The  highly  successful  result  was  an  entirely  different  air  flow  principle, 
known  today  as  Cyclonic  Cleaning  Action.  By  using  Cyclonic  Cleaning 
Action,  filter  QUEEN’S  designers  succeeded  in  not  only  collecting  the 
dust  and  dirt  normally  collected  by  vacuuming;  they  also  succeeded  in  trap- 
ping almost  invisible  airborne  contaminants  that  formerly  escaped  back  to 
repollute  the  air. 

The  difiference  between  FILTER  QUEEN’S  remarkable  Cyclonic  Cleaning 
Action  and  ordinary  vacuuming  becomes  immediately  apparent  when  the 
Smoke  Test  pictured  at  left  is  made.  Smoke,  other  contaminants  and  offen- 
sive odors  virtually  disappear.  The  room  not  only  smells  clean — it  is  clean! 

The  key  to  this  almost  magic  action  is  FILTER  QUEEN’S  patented  Sani- 
tary Filter  Cone.  (See  illustration.)  Inrushing  air,  laden  with  dirt  and  dust, 
is  deflected  by  a patented  inlet  guide  as  it  enters  the  FILTER  QUEEN  con- 
tainer, then  is  whirled  away  by  centrifugal  force.  Foreign  matter  heavier 
than  air  is  forced  to  the  bottom  and  the  sides. 

Clean  air  is  Altered  through  our  exclusive  Sanitary  Filter  Cone  above  floor 
level,  leaving  smoke  as  well  as  dirt  and  dust  trapped  in  the  container.  That 
is  why  hundreds  of  hospitals  and  other  institutions  insist  on  the  FILTER 
QUEEN  Sanitation  System  over  any  type  of  vacuum  cleaner. 

Ask  your  local  FILTER  QUEEN  Distributor  to  make  FILTER  QUEEN’S 
dramatic  Smoke  Test  in  your  hospital.  Then  you  will  AWOIF  why  we  proudly 
call  it  a FILTER  QUEEN  Sanitation  System  instead  of  a 'Vacuum  cleaner.” 

DOCUMENTARY  PROOF;  W e ivould  like  to  send  you,  with  our  compliments,  an  article  en- 
titled "’Air  Hygiene  for  Hospitals'”  which  appeared  in  the  Journal  of  the  American  Medical 
Association.  In  this  article  it  is  explained  what  happened  to  airborne  contaminants  ivhen  a 
FILTER  QUEEN  was  used  in  a series  of  rigidly  controlled  tests  conducted  at  the  Harvard 
Medical  School.  W'rite  to  Health-Mor,  Inc.,  203  North  W'abash  Ave.,  Chicago,  Illinois  60601 


The  FILTER  QUEEN  sanitary  filter  cone 
is  a scientifically-designed  dust  separator, 
composed  of  a special  long-fibred  mat  of 
pure  cellulose,  chemically  treated  to  give  it 
the  necessary  strength  and  air-filtering 
characteristics. 

FILTER  QUEEN  is  a product  of  HEALTH-MOR,  INC., 
203  North  Wabash  Ave.,  Chicago,  III.  60601. 

In  Canada:  Filter  Queen  Corp.  Ltd., 

252  Victoria  St„  Toronto,  Ont. 

In  Mexico:  Industrias  Filter  Queen,  S.  A., 
Jardin  No.  330,  Col  del  Gas,  Mexico  15,  D.  F. 


You'll  find  FILTER  QUEEN  Saniiation  Systems 
listed  in  your  Yellow  Pages  under  "Vacuum 
Cleaners".  (That's  because  FILTER  QUEEN 
IS  fast  replacing  ordinary  vacuum  cleaners.) 


The  cleaning  method  that  does  so  much  more  it  has  to  be  called  a Sanitation  System. 


INFLAMMATION 


f 


A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F. 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Synfex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CH3OH 

1 

C=0 

O”" 

Hydrocortisone 

Fluocinolone  Acetonide 
(Synalar) 


□ a double  bond  between 
carbons  1 and  2 

O fluorine  substitutions 
at  both  the  6-a, 
and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17 -a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^"^ 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


ABC 


The  Antigranuloma  Assay^'^  also 
utilizes  adrenalectomized  rats.  Gran 
ulomas  are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu-. 
lomas  adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten-  ■ 
cies  of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


Representative Clinical  Results  with  Synalar* 


Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvement! 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

• Atopic 
Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

351 

324 

1 Total 

L 

144 

4,174 

3,808 

* Complete  bibliography  on  request. 


longed  periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  publish^. 


fluocinolone  acetonide— an  original  steroid  from 

SYNTEXS 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


tExpressed  by  the  authors  as  excellent,  very  good, 
good,  complete  remission  of  inflammation,  etc. 


For  inflammatory 
dermatoses.. . 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Against  these  three  niajor  pathr^ens 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  A 


- 

i 


m0m 


Beta-Heft^ 

Streptococci 


illilit 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus  (Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC 

Median 

[meg. /ml.) 

Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (m 
Median 

eg. /ml.) 
Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Kfein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6 253,  1964. 


/-Cillin  K 

)tassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.! 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
Y-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,0CX)  units) 
phenoxymethy!  penicillin  as  the  potassium  salt. 

lridicaii@!is;  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci,  it  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contrcsindlcalietn:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delaye 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patieri 
with  a strongly  positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  hig 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  ani 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie» 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shouf 
be  discontinued,  and  appropriate  measures  should  be  taken.  i 

Adverse  Reactions:  Although  serious  allergic  reactions  are  much  les  j 
common  with  administration  of  oral  penicillin  than  with  intramusculc;! 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signif'' 
cant  index  of  sensitization.  The  following  hypersensitivity  reaction!! 
associated  with  the  use  of  penicillin  have  been  reported;  skin  rashe; 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis;  urt; 
caria,-  and  reactions  resembling  serum  sickness,  including  chills,  feve 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxf 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  thron' 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects  am 
are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K: 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  threi' 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infant: 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  inty 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  times  i 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prever 
development  of  rheumatic  fever  and/or  other  serious  complication: 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a histor 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  unit 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  toot  I 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  by 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo- 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  da 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  moder 
ately  severe  pneumococcus  pneumonia  has  been  treated  effective) 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  give 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hour 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hour 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion  c 
syphilis  should  have  a dark-field  examination  before  receiving  penicillii) 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units) , ii 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg 
(800,000  units) , in  bottles  of  24  and  1 00. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  pe 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [01 1867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 


Sifkey 


70  063, 


M/veit  ©stops  vertigo 

(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients^ 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere’s  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg. /kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg./kg./day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage;  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians’  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


NecbcSir 

geriatric  - supplement 

helps  keep  them 
‘on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  D (ergocalciferol,  U.S.P.)  . 200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  . 0.5  mg. 

Vitamin  Ba  (ribofiavin,  U.S.P.) 0.5  mg. 

Vitamin  Bb  (pyridoxine  HCI,  U.S.P.) 0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P 5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 5 I.U. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  0.066  mg. 

Copper  (from  copper  sulfate)  0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate)  . . 2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate) 1.66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B12  (cobalamin  concentrate,  N.F.,  as 

Stablets®) 1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F 1.0  mg. 

Ethinyl  Estradiol,  U.S.P 0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 50  mg. 

L-Glutamic  acid  . 30  mg. 

‘“Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals.,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions;  Contraindicated  in 'patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage;  One  capsule,  t.i.d.  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 
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ArMA  REPORTS 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  29, 
1967,  in  the  French  Quarter  of  the  Safari  Hotel,  Scotts- 
dale, Arizona,  convened  at  10:05  a.m.,  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  presiding. 

ROLL  CALL 

PRESENT: 

Drs.  Beckwith,  Harry  S.;  Brazie,  Walter;  Brooks,  Jack 

E. ;  Cloud,  Daniel  T.;  Derickson,  Philip  G.;  Dudley,  Jr., 
Arthur  V.,  Vice  President  and  Chairman;  Dysterheft, 
Arnold  H.,  President-Elect;  Eddy,  Jr.,  Warren  D.;  Finke, 
Howard  W.;  Flynn,  Richard  O.;  Plenderson,  Charles  E., 
Secretary;  Jarrett,  Paul  B.,  President;  Landeen,  Fred  II., 
Treasurer;  McDaniel,  W.  Shaw;  Melick,  Dermont  W.; 
Price,  Robert  A.;  Rhu,  Jr.,  Hermann  S.;  Schoen,  Roland 

F. ;  Steen,  William  B. 

COUNSEL: 

Mr.  Jacobson,  Edward. 

STAFF: 

Messrs.  Carpenter,  Robert,  Executive  Secretary, 
ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Secre- 
tary, ArMA. 

GUESTS: 

Drs.  Chesser,  Ian  M.,  Chairman,  Medical  Economics 
Committee;  Craig,  Carlos  C.,  Chairman,  Legislative 
Committee;  Kahle,  John  F.,  Chairman,  ArMPAC  Board 
of  Directors;  Krutzsch,  Philip  H.  (Ph.D.),  Member,  Ana- 
tomy Board;  May,  Deraid  G.,  Chairman,  Industrial  Rela- 
tions Committee;  Reed,  Wallace  A.,  Chairman,  Sub- 
committee on  Title  XIX  of  the  Federal  Services  Com- 
mittee; Baker,  Earl  J.,  Chairman,  Subcommittee  on  Dis- 
aster Medicine;  Mr.  Whaley,  Dallas  F.,  AMA  Field 
Representative. 

EXCUSED: 

Drs.  Dexter,  Richard  L.;  Dierker,  Hugh  E.;  Moody, 
Deward  G.;  Smith,  Noel  G. 

WELCOME 

The  Chairman  welcomed  those  presidents  of  compon- 
ent county  medical  societies  in  attendance,  pointing  out 
that  Dr.  Beckwith,  a member  of  this  Board,  was  also 
representing  Navajo  County  Medical  Society.  In  addition, 
present  were  Herman  A.  Kling,  M.D.,  representing 
Apache;  John  G.  Lingenfelter,  M.D.,  representing  Mo- 
have; and  R.  T.  McDonald,  M.D.,  representing  Coco- 
nino. 

MINUTES 

Approved  Minutes  of  the  meeting  of  the  Board  of 
Directors  held  November  20,  1966. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Designation 

Accepted  the  resignation  of  David  C.  James,  M.D., 
member  of  the  Industrial  Relations  Committee. 
Committee  Report 

Dr.  Deraid  G.  May,  Chairman  of  the  Industrial  Rela- 
tions Committee  of  this  Association,  reported  on  its  ac- 
tivities and  the  organizational  .structure  of  the  Industrial 
Commission  of  Arizona.  The  Committee  is  appointed  by 
the  Commission  as  its  Medical  Advisory  Board.  There 
had  been  established  a separate  Psychiatric  Advisory 
Board;  however,  due  to  resignations,  its  function  finally 
has  been  incorporated  into  the  Medical  Advisory  Board. 


Currently,  the  latter  Board  is  composed  of  two  Ortho- 
pedists, one  Neurological  Surgeon,  one  Psychiatrist  and 
one  Internist.  Primarily,  with  the  changing  times,  it  now 
operates  more  as  a medical  consultative  board.  Appoint- 
ments are  made  through  the  Association.  In  Dr.  May’s 
opinion,  no  longer  is  it  essential  to  select  the  membership 
on  a geographical  basis,  but  rather,  of  necessity,  the 
Board  should  always  include  an  orthopedist,  a neuro- 
logical surgeon  and  a psychiatrist,  each  possessing  the 
respect  and  confidence  of  their  colleagues.  Communi- 
cation between  the  fiatient.  Commission  and  the  Board 
is  most  important  and  must  be  continually  worked  upon 
for  improvement.  Legal  implications  frequently  become 
a source  of  disturbance  in  the  handling  of  cases.  Then, 
there  is  the  chiropractor  to  deal  with,  as  the  Commis- 
sion recognizes  them  if  it  be  the  choice  of  the  patient. 
ICA,  in  the  opinion  of  Dr.  May,  is  gradually  becoming 
a social  agency.  Eventually,  it  will  be  necessary  for  it 
to  appoint  an  executive  secretary,  and  it  may  well  follow, 
as  the  growth  of  industry  in  Arizona  continues,  that 
there  will  be  a medical  department  established.  To 
maintain  ArMA  influence,  it  must  give  very  careful  con- 
sideration to  the  selection  and  quality  of  its  appointees 
to  membership  on  the  Industrial  Relations  Committee 
comprising  the  Medical  Advisory  Board  to  the  ICA.  The 
appointees  must  have  knowledge  of  the  scope  and  rami- 
fications of  the  operation  and  be  willing  to  give  of  their 
time  to  cope  with  the  many  problems  confronting  the 
Board. 

ANATOMY  BOARD— STATE  OF  ARIZONA 

Rules  and  Regulations 

Philip  H.  Krutzsch,  Ph.D.,  Professor  of  the  Depart- 
ment of  Anatomy  of  the  University  of  Arizona  College  of 
Medicine,  and  member  of  the  Anatomy  Board  of  the 
State  of  Arizona,  appeared  before  this  board  to  present 
rules  and  regulations  being  promulgated  with  a view  of 
procuring  sufficient  human  anatomical  material  to  carry 
out  the  exercise  not  only  of  training  medical  students, 
but  providing  adequate  anatomical  material  for  surgical 
residency  training  for  paramedical  education  in  the  State 
at  the  other  universities  and  colleges  and  for  a num- 
ber of  activities. 

The  Governor  has  appointed  membership  to  the  Anat- 
omy Board,  including  four  individuals:  a Dr.  Landers 
from  the  ASU  campus;  Hermann  S.  Rhu,  Jr.,  M.D.,  a 
member  of  this  Board  from  Tucson;  a dentist  from  the 
Douglas  area;  Dr.  Krutzsch;  and  George  A.  Spendlove, 
M.D.,  Commisisoner,  Arizona  State  Department  of 
Health,  serving  as  Chairman,  as  specified  by  statute. 

Chapter  7,  Arizona  Revised  Statutes,  Article  1,  estab- 
lishes the  Anatomy  Board  to  consist  of  a member  of  the 
faculty  of  the  University  of  Arizona;  a member  of  the 
faculty  of  the  Arizona  State  University;  a practicing 
member  of  the  Arizona  medical  profession;  a prac- 
ticing member  of  the  Arizona  dental  profession;  and 
the  Commissioner  of  Public  Health,  who  will  serx’e  as 
Chairman.  This  Article  further  defines  power  of  the 
Anatomy  Board  to  require  records  and  establish  rules 
and  regulations;  notice  of  bodies  for  burial  at  public  ex- 
pense, delivery;  disposal  of  bcxly  of  person  executed  at 
state  prison;  bodies  not  subject  to  Anatomy  Board  dis- 
tribution; persons  and  institutions  authorized  to  recei\e 
bodies  (including  hospitals,  colleges  and  universities. 
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physicians,  surgeons  and  dentists),  delivery  expenses; 
and  violation  and  penalty  clause.  Article  2 sets  forth 
burial  responsibility,  duty  to  bury  body  of  dead  person, 
penalties  for  failure  to  perform  duty;  and  authorization 
for  post-mortem  examination.  Article  3 provides  for  dona- 
tion of  body  for  medical  purposes,  power  to  devise  body 
or  part  thereof  for  medical  purposes,  devisees;  disposi- 
tion of  bequeathed  body  when  purpose  or  donee  un- 
specified; form  of  bequest,  construction;  time  disposi- 
tion of  body  becomes  effective;  and  non-liability  for 
carrying  instructions  of  doner.  Article  4 stipulates  cirmes 
involving  bodies,  mutilation  or  disinterment  of  dead 
body,  penalty;  and  removal  of  dead  body  with  certain 
intents  or  malice,  penalty.  This  law  was  sponsored  by 
this  Association  in  1951,  having  in  mind  the  ultimate 
development  of  a medical  school. 

To  achieve  tire  objectives  of  the  Act,  the  full  support 
and  cooperation  of  the  medical  profession  is  essential. 
With  the  opening  of  the  medical  school  in  September, 
it  is  urgent  that  human  anatomical  material  be  made 
available.  Prompt  reporting  to  the  Anatomy  Board  by 
physicians  of  available  anatomical  material  within  the 
period  of  twenty-four  hoius  stipulated  in  the  proposed 
Rules  and  Regulations  is  most  important.  The  rules  and 
regulations  provide  procedure  (1)  in  the  instance  where 
death  occurs  to  an  individual  under  the  care  of  a phy- 
sician; (2)  in  the  instance  where  death  occurs  to  an 
individual  not  under  the  care  of  a physician;  and  (3)  in 
the  instance  where  death  occurs  as  the  result  of  legal 
execution.  The  bodies  are  to  be  refrigerated  or  embalmed 
as  specified.  Bodies  of  persons  who  have  died  with 
smallpox,  diphtheria  or  scarlet  fever  are  not  subject  to 
Anatomy  Board  distribution  and  must  be  buried;  like- 
wise, the  deceased  person,  druing  his  last  illness,  with- 
out suggestion  or  solicitation,  requests  to  be  buried  or 
cremated;  and  within  twenty-four  hours  after  death  or 
before  actual  delivery,  whichever  is  longer,  a person 
claiming  to  be  and  satisfying  the  officer  in  charge  of 
the  body  that  he  is  of  kindred  or  is  related  by  mar- 
riage to  the  deceased  or  a duly  authorized  representative 
thereof,  shall  claim  the  body  for  burial  or  cremation  or 
request  in  writing  that  it  be  buried  at  public  expense, 
or  a friend  of  the  deceased,  arranges  to  have  the  body 
properly  buried  or  cremated  without  public  expense.  It 
is  further  urged  that  the  physicians  become  fully  cog- 
nizant of  this  statute  and  its  operation  to  gain  their  full 
supi^ort  witliin  the  time  limit  specified. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Board  accept  in  principle  the  Anatomy  Board  rec- 
ommendations to  aid  in  obtaining  anatomical  speci- 
mens for  the  medical  school;  that  Dr.  Schoen  (Editor- 
In-Chief)  be  directed  to  publish  an  informative  article 
in  our  State  Journal,  requesting  cooperation  of  the  mem- 
bers of  the  State  Medical  Association;  that  this  whole 
matter  be  referred  to  the  Professional  Committee  for 
further  study  and  report  back  to  this  Board,  as  soon 
as  possible;  and  that  the  Board  members  and  members 
of  the  Professiona.1  Committee  be  given  a copy  of  the 
recommendations  (Rules  and  Regulations)  of  the  Anat- 
omy Board. 

FEDERAL  SERVICES  COMMITTEE 

Membership 

Daniel  T.  Cloud,  M.D.,  (Phoenix)  extended  interim 
appointment  by  the  President  as  member  of  the  Ad  Hoc 


Committee  on  Federal  Services  for  the  term  1966-67  and 
accepts  the  assignment.  APPROVED. 

Poll  - Title  XIX 

Board  of  Directors,  by  telephone  poll  vote,  unani- 
mously approved  (a)  a presidential  News  Release  an- 
nouncing that  the  Association  has  taken  a poistion  in 
favor  of  exploring  Title  XIX  legislation  for  Arizona  with 
a view  of  developing  a tailor-made  plan  to  fit  Arizona’s 
particular  needs;  and  (b)  authorizing  its  Federal  Serv- 
ices Committee  to  seek  opinions  and  gather  facts  from 
providers  of  services,  interested  consumer  groups  and 
ArMA  membership,  and  develop  sample  legislation  for 
Board  review. 

Report  — Title  XIX 

Dr.  Steen  reported  that  the  Federal  Services  Com- 
mittee, Section  on  Title  XIX,  is  proceeding  with  the 
directive.  Dming  the  period  July  through  December  31, 
1966,  the  Committee  expended  a total  of  $3,453.54. 
It  is  proposed  that,  for  the  year  1967,  a sum  of  $5,000 
be  appropriated  for  this  activity.  APPROVED. 

Dr.  Steen  briefed  the  Board  on  the  activities  of  the 
Federal  Services  Committee  in  meeting  held  December 
11,  1966,  with  regard  to  Title  XIX.  Francis  L.  Land, 
M.D.,  Medical  Consultant,  Bureau  of  Family  Services, 
Department  of  Health,  Education  and  Welfare,  a prac- 
ticing physician  from  Fort  Wayne,  Indiana,  on  invita- 
tion, attended  this  meeting  and  contributed  a great  deal 
of  valuable  information  in  this  regard. 

Dr.  Wallace  A.  Reed,  Chairman,  Title  XIX  Subcom- 
mittee, on  invitation  and  present,  briefly  reviewed  the 
activity  of  his  committee  leading  up  to  the  release 
of  a membership  letter  seeking  comments  and  opinions 
on  Title  XIX.  He  reported  that  tlie  response  to  the  sru- 
vey  was  fairly  good.  The  Arizona  Republic  editorial 
was  favorable  and  the  doctors  submitted  many  good 
suggestions.  There  were  twenty-eight  responses,  fifteen 
from  Tucson,  eight  from  Phoenix,  and  five  from  else- 
where. Five  were  against  implementation.  The  major 
emphasis  was  on  keeping  the  eligibility  requirements 
within  reasonable  limits.  Only  two  organizations  out- 
side the  medical  profession  bothered  to  respond  — the 
Foster  Parents  Organization  of  Arizona  and  tire  Wel- 
fare Rights  Organization. 

Tire  Medical  Advisory  Committee  on  Medical  Assis- 
tance to  the  Aged,  referred  to  as  the  Governor’s  Ad- 
visory Committee,  in  report  dated  December  20,  1966, 
stated;  “Looks  with  favor  on  the  implementation  of  a 
Title  XIX  program  in  Arizona  rmder  the  Social  Seciuity 
Amendments  of  1965.  In  light  of  changing  conditions 
and  complexities  surrounding  this  program,  it  was  rec- 
ommended that  action  by  the  State  Legislature  be  de- 
ferred until  further  studies  have  been  completed.”  This 
report  gave  us  a bonus  of  time  for  preparing  a sample 
bill,  removing  the  need  for  haste  in  presenting  a bill  to 
the  Legislature,  stated  Dr.  Reed.  Committee  actions 
subsequent  to  the  survey  letter  were  recited:  (a)  con- 
tacted Dr.  Craig,  Chairman  of  tlie  Legislative  Com- 
mittee, assuring  him  of  close  cooperation  with  his  Com- 
mittee; (b)  asked  Dr.  Chesser,  Chairman  of  the  Medical 
Economics  Committee,  for  an  opinion  regarding  “usual 
and  customary  fees”  (requesting  that  his  Committee 
define  these  fees);  (c)  provided  the  members  of  the 
Subcommittee  witli  a tentative,  draft  of  Title  XIX  legis- 
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lation  for  Arizona  witli  the  request  that  they  be  pre- 
pared to  make  appropriate  changes  at  the  time  of  the 
next  meeting  scheduled  for  Sunday,  February  19,  1967 
(at  that  time,  we  will  prepare  recommendations  for  con- 
sideration by  the  Ad  Hoc  Committee  on  Federal  Serv- 
ices, which  will  be  convening  on  that  Sunday  after- 
noon); and  (d)  Dr.  Spendlove,  Commissioner,  Arizona 
State  Department  of  Health,  favors  the  introduction  of 
a Resolution  in  the  House  and  Senate  to  tlie  effect  that 
the  Legislature  is  interested  in  Title  XIX  and  work  and 
study  are  being  done  on  a piece  of  legislation  which 
would  likely  be  introduced  at  the  next  session.  I am 
hopeful  that  our  Subcommittee  will  be  able  to  agree  on 
supporting  this  recommendation. 

ArMPAC  BOARD  OF  DIRECTORS 

Membership 

Warren  D.  Eddy,  Jr.,  M.D.,  (Tucson)  submits  resig- 
nation as  a member  of  the  Board  of  Directors  of 
ArMPAC.  ACCEPTED. 

Doyle  L.  Hansen,  D.D.S.  (Holbrook);  Ray  P.  Inscore, 
M.D.  (Prescott);  Paul  W.  Kliewer,  M.D.  (Wickenburg); 
and  Don  V.  Langston,  M.D.  (Phoenix),  the  latter  sub- 
ject to  membership  confirmation  by  Maricopa  County 
Medical  Society,  accept  appointment  to  membership  on 
the  ArMPAC  Board  of  Directors,  said  appointments 
having  been  made  by  the  Board  of  Directors  of  this 
Association  on  November  20,  1966.  RECEIVED. 

Report 

John  F.  Kahle,  M.D.,  Chairman,  ArMPAC  Board  of 
Directors,  on  invitation  and  present,  reported  that  all 
of  the  new  members  were  present  at  their  last  meeting 
held  January  14,  1967.  Dr.  Eddy’s  resignation  was  ac- 
cepted with  e.xpression  of  thanks  for  his  support.  Dr. 
John  R.  Kemodle,  Treasurer  of  AMPAC,  was  present 
and  briefed  the  committee  on  activities  at  the  national 
level,  especially  reviewing  the  results  of  the  most  suc- 
cessful campaign  conducted  leading  up  to  the  Novem- 
ber last  election.  Effort  will  be  continued  to  maintain 
an  increased  membership  participation  through  1967. 
New  educational  materials  are  being  porduced,  and  ef- 
fort 'will  be  made  to  increase  support  of  the  Woman’s 
Auxiliary.  As  is  known,  the  campaign  of  Sam  Steiger, 
now  Congressman  representing  the  Third  District,  was 
successful.  A dinner  is  being  planned  during  the  forth- 
coming Annual  Meeting  of  the  Association,  and  every 
effort  will  be  made  to  develop  a sizable  attendance.  It 
is  being  seheduled  for  Friday  evening,  April  28,  1967. 
Two  successful  freshmen  candidates  representing  both 
political  parties  will  be  on  the  speaker’s  platform,  and 
effort  will  be  made  to  invite  the  State  Senators  and 
Representatives,  the  guests  of  their  own  physicians. 

MEDICAL  ECONOMICS  COMMITTEE 

House  Resolution  No.  11 

In  considering  renegotiation  of  the  Dependents’  Medi- 
cal Care  Contract  No.  DA-05-114-66-MD-87,  the  term 
of  which  expires  February  28,  1967,  the  Board  is 
alerted  to  the  dilemma  ereated  by  Resolution  No.  11, 
adopted  by  the  House  of  Delegates  in  meeting  held 
May  1,  1965,  indicating  that,  imless  it  is  possible  to 
renegotiate  on  the  basis  of  UCR,  there  is  nothing  that 
can  be  done  until  the  next  meeting  of  the  House.  It 
considerably  limits  the  latitude  for  negotiation  with  the 
Federal  Government.  It  is  obvious  that,  unless  ODMC 


is  agreeable  to  accepting  the  UCR  fee  schedule  concept, 
any  alternate  or  compromise  proposal  recommended 
must  be  referred  to  the  ArMA  House  of  Delegates  under 
a very  restricted  limitation  of  meeting.  Time  is  of  the 
essence,  and  it  is  doubtful  agreement  can  be  reached 
by  March  first  next  unless  ODMC  is  agreeable  to  the 

UCR  concept. 

UCR  Fees 

Dr.  Dysterheft  requests  that  discussion  be  given  to 
the  “usual,  customary  and  reasonable”  fee  concept,  es- 
pecially in  the  light  of  negotiation  or  renegotiation  of 
contracts  with  ODMC  and  the  Industrial  Commission  of 
Arizona,  each  involving  fee  schedules. 

OCHAMPUS  Contract 

ODMC  Contract  No.  DA-05-1 14-66-MD-87,  effective 
January  1,  1967,  is  being  further  e.xpanded  to  provide 
a new  program  of  increased  inpatient  civilian  health 
benefits  established  for  the  spouses  and  children  of  ac- 
tive duty  members  in  the  Uniformed  Services,  as  well 
as  a new  program  for  inpatient  and  outpatient  civilian 
health  benefits  for  retired  members  and  their  dependents, 
and  the  dependents  of  a member  who  died  while  on 
active  duty  or  in  a retired  status;  further,  a civilian  pro- 
gram of  healtli  service,  training,  special  education  and 
rehabilitation  is  established  for  the  hanchcapped  spouses 
and  children  of  members  of  the  Uniformed  Services  who 
are  servdng  on  active  duty  or  active  duty  for  training 
for  a period  of  more  than  thirty  days.  A Supplemental 
agreement,  modification  ID.  No.  8704,  is  submitted  for 
execution.  The  Contract  expires  February  28,  1967. 
Report 

Ian  M.  Chesser,  M.D.,  Chairman,  Medical  Econom- 
ics Committee,  on  invitation  and  present,  reported  at 
length  regarding  the  current  ODMC  (OCHAMPUS) 
Contract,  which  will  be  up  for  renewal  March  1,  1967, 
especially  in  the  light  of  House  Resolution  No.  11. 
Unless  the  Eederal  Government  is  agreeable  to  the 
UCR  concept,  nothing  can  be  achieved  prior  to  the 
Annual  House  of  Delegates  Meeting  scheduled  to  be 
held  April  next.  It  will  be  necessary  to  extend  the  con- 
tract, subject  to  final  renegotiation.  Effective  October 
1,  1966,  the  current  contract  was  modified  to  include 
expanded  benefits  enacted  by  the  Congress,  and,  as  re- 
ported, effective  January  1,  1967,  additional  benefits  are 
provided  as  outlined.  It  may  be  wisdom  for  the  House 
to  reconsider  the  resolution  in  question  at  its  next  meet- 
ing with  a view  of  possible  amendment.  Dr.  Chesser 
recommended  to  this  Board  that  the  supplemental  agree- 
ment (modification  of  the  e.xpanded  program)  be  accept- 
ed. The  Committee  will  pmsue  a course  of  negotiation 
witlr  OCHAMPUS  in  tlie  hope  that  a new  contract  may 
be  satisfactorily  concluded  on  the  basis  of  the  UCR 
concept. 

Dr.  Chesser  reviewed  the  status  of  negotiations  with 
the  Industrial  Commission  of  Arizona  in  the  light  of 
this  Board’s  requirement  that  any  contract  renegotiation 
follow  the  UCR  fee  concept.  In  this  instance,  the  law 
requires  the  establishment  of  a fee  schedule.  The  cur- 
rent fee  schedule  was  established  on  the  basis  of  the 
California  Relative  Value  Study  using  a factor  of  4.5. 
Any  new  schedule,  of  course,  •will  be  based  on  the  1964 
RVS,  and  a factor  of  6 has  been  suggested  as  more 
nearly  approaching  the  UCR  concept. 
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It  was  regularly  moved  and  unanimously  carried 
that  execution  of  the  supplemental  agreement  submitted 
by  OCHAMPUS,  modifying  the  current  Contract  ex- 
piring February  28,  1967,  be  authorized. 

LEGISLATIVE  COMMITTEE 

Membership 

Presidential  interim  appointments  approved,  each  hav- 
ing accepted  the  assignment,  the  suggested  terms  sub- 
ject to  the  approval  of  tlie  Chairman  in  consultation 
with  Dr.  Dysterheft;  Chester  G.  Bennett,  M.D.  (Phoe- 
nix) — 1966-69;  C.  Truman  Davis,  M.D.  (Mesa)  — 1966- 
68;  Arthirr  V.  Dudley,  Jr.,  M.D.  (Tucson)  — 1966-67; 
Richard  O.  Flynn,  M.D.  (Tempe)  — 1966-67;  Donald 
F.  Griess,  M.D.  (Tucson)  — 1966-69;  Gordon  J.  Hip- 
pert,  M.D.  (Tucson)  — 1966-68;  Robert  J.  Oliver,  M.D. 
(Tucson)  — 1966-67;  and  Lowell  C.  Wormley,  M.D. 
(Phoenix)  — 1966-69.  Carlos  C.  Craig,  M.D.  (Phoenix) 
was  previously  appointed  for  the  term  of  1966-69  and 
designated  Chairman  for  the  term  of  1966-67.  Like- 
wise having  been  previously  appointed,  Zenas  B.  Noon, 
M.D.  (Nogales)  continues  membership  for  the  term  1964- 
67;  and  Claude  H.  Peterson,  M.D.  (Winslow)  continues 
membership  for  the  term  1965-67. 

Legislation 

THERAPEUTIC  ABORTION  - S.B.  26  introduced 
providing  when  Therapeutic  Abortion  may  be  legally 
performed.  This  is  m keeping  with  action  of  the  House 
of  Delegates  of  this  Association,  Resolution  No.  6,  adopt- 
ed, as  amended,  April  30,  1966.  Counsel  has  indicated 
necessary  certain  technical  amendments  which  have  been 
presented  and  accepted  by  the  Public  Health  and  Wel- 
fare Committee  of  the  Senate.  APPROVED. 

LSD  — S.B.  24  defining  Lysergic  Acid  Diethlamide 
(LSD)  as  a Dangerous  Drug  to  be  Dispensed  Only  on 
Prescription  of  a Physician,  Dentist  or  Veterinarian; 
and  H.B.  87,  making  it  a felony  to  traffic  in  the  drug 
LSD  or  similar  compound.  The  content  of  S.B.  24  was 
reviewed.  APPROVED. 

MEDICAL  ASSISTANCE  — Discussed  a bill  pro- 
posed to  be  introduced  to  Increase  Medical  Assistance 
for  Medically  Indigent  Persons  Sixty-five  Years  of  Age 
and  Older.  Inasmuch  as  such  measure  has  not  been 
introduced,  subject  TABLED. 

HOSPITAL  SERVICE  CORPORATIONS  - H.B.  74 
Allows  Hospital  Service  Corporations  to  Write  Broader 
Health  Insurance.  SUPPORTED,  provided:  the  measirre 
is  amended  to  “clearly  define  health  care  personnel” 
(such  amendment  to  be  prepared  by  counsel). 

FREEDOM  OF  CHOICE  - H.B.  58  provides:  That 
Subscribers  Shall  Have  Freedom  of  Choice  in  Selecting 
Practitioner  Under  Certain  Insurance  Policies.  DISAP- 
PROVED. 

HEALTH  INSTITUTION  APPROVAL  - A proposed 
bill:  Relating  to  Publie  Health  and  Safety;  Requiring 
That  a Building  Approval  Be  Obtained  from  the  State 
Department  of  Health  Prior  to  Any  Construction  of  a 
Health  Institution;  Prescribing  That  such  Building  Ap- 
proval Be  Issued  Only  Upon  a Demonstration  by  the 
Applicant  of  Adequacy,  Quality  and  Need  for  such  Con- 
struction; Requiring  the  Applicant  for  Operating  License 
or  Building  Approval  to  Furnish  Certain  Pertinent  In- 
formation and  to  Be  Limited  thereby.  DISAPPROVED 
(one  member  voting  in  the  negative). 


VITAL  STATISTICS  — A proposed  bill  Relating  to 
Vital  Statistics  to  be  introduced  imminently.  Certain 
technical  changes  have  been  proposed  by  counsel. 
APPROVED. 

AIR  POLLUTION  — S.B.  1,  Relating  to  Public  Health 
and  Safety;  Providing  for  State  Air  Pollution  Controls; 
Prescribing  Method  of  Controls  Pertaining  to  Motor 
Vehicles  and  Air  Pollution  Control  Districts  Operated 
by  the  Counties;  Providing  for  the  Establishment  of  a 
Division  of  Air  Pollution  Control  in  the  State  Depart- 
ment of  Health;  Providing  for  the  Assumption  of  Juris- 
diction Over  Indian  Lands  by  the  State  for  All  Laws 
Relating  to  Air  Pollution  Control.  Innumerable  amend- 
ments already  have  been  proposed  and  favorably  acted 
upon  in  the  Senate.  APPROVED  IN  PRINCIPLE. 

ANATOMY  BOARD  — Proposed  Rules  and  Regula- 
tions of  the  Anatomy  Board  Outlining  Routes  Via  Which 
an  Indigent  Becomes  an  “Anatomy  Board  Case.”  AP- 
PROVED IN  PRINCIPLE. 

COMPULSORY  GENERIC  PRESCRIBING  - Phar- 
maceutical Manufacturers  Association  seeks  ArMA  sup- 
port opposing  the  anticipated  legislative  and  regulatory 
attack  by  the  90th  Congress  relating  to  “Compulsory 
Generic  Prescribing”  considered  a peril  to  our  health 
care  system,  recommending  that  the  Board  forward  a 
letter  to  our  two  Senators  and  three  Representatives 
expressing  disapproval  of  the  many  bills  that  have  been 
introduced  regarding  “Compulsory  Generic  Prescribing.” 
APPROVED,  recommending  that  each  individual  doc- 
tor do  the  same  and  that  the  subject  be  reported  in 
ARIZONA  MEDICINE. 

MENTAL  HEALTH  — Relating  to  possible  intro- 
duction of  Legislation  providing  for  Community  Mental 
Health  Centers,  determined  to  table  the  matter  imtil 
such  time  as  a copy  of  the  bill  can  be  obtained,  read 
and  digested.  APPROVED. 

CERTIFICATION  OF  SCHOOL  NURSES  - Relating 
to  possible  introduction  by  the  Arizona  State  Nurses’ 
Association  of  a bill  providing  for  Certification  of  School 
Nurses,  determined  to  defer  action  until  such  bill  is 
introduced  and  a copy  can  be  obtained  for  review. 
TABLED. 

PHYSICIAN  IMMUNITY  FROM  LITIGATION  - 
Relating  to  proposed  legislation  which  would  provide 
a physician  who  serves  on  a utilization  review  com- 
mittee immunity  from  litigation  arising  from  the  actions 
of  the  committee.  Recommendations  that  this  type  of 
legislation  be  approved  by  the  Board  and  that  it  en- 
courage introduction  of  a bill  of  this  nature  to  be  pre- 
pared by  counsel.  APPROVED  WITH  ACTIVE  SUP- 
PORT. 

GOOD  SAMARITAN  - S.B.  11,  Relating  to  Medi- 
cine and  Surgery;  Providing  for  “Non-liability  of  Phy- 
sician and  Surgeon  and  Any  Other  Person  When  Ren- 
dering Emergency  Aid.”  APPROVED  WITH  ACTIVE 
SUPPORT. 

Support-Opposition  Bills 

Counsel  reported  that  it  had  occurred  to  the  Legis- 
lative Committee  and  him  that  they  have  been  put  upon 
to  support  for  or  give  opposition  to  legislative  bills 
about  which  very  httle  was  known,  and  that  generally 
they  were  put  upon  by  the  people  who  were  in  favor 
of  a bill  who  sometimes  never  even  presented  a copy; 
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therefore,  Counsel  expressed  the  view  that  there  were 
certain  basic  things  the  Committee  should  ask  from 
people  who  want  the  support  of  this  Association.  First 
of  all,  the  common  name  of  the  bill  with  the  Senate  or 
House  number  assigned  thereto  should  be  stated  and 
the  following  questions  answered:  (1)  bill  drafted  by 
whom?  (2)  intended  purpose?  (3)  expected  soiu'ces  of 
support?  (4)  sources  of  opposition  — principal  opposi- 
tion arguments?  (5)  who  will  or  did  introduce  the  bill? 
(6)  past  history?  (7)  what  states  have  similar  laws?  (8) 
modeled  on  what?  (9)  how  will  this  affect  ArMA?  and 
(10)  present  status  of  the  bill  in  the  Legislature? 

It  was  regularly  moved  and  unanimously  carried  that 
in  the  future  this  pattern  be  followed  on  all  Bills  this 
Association  is  asked  to  support. 

PROFESSIONAL  COMMITTEE 

Membership 

Accepted  the  resignation  of  Ben  P.  Frissell,  M.D., 
(Phoenix)  as  member  of  the  Professional  Committee  of 
this  Association,  serving  as  Chairman  of  its  Subcom- 
mittee on  Public  Health,  directing  the  Secretary  to  for- 
ward a letter  to  Dr.  Frissell,  expressing  this  Associa- 
tion’s appreciation  for  his  many  years  of  serx'ice  and 
time  consuming  effort  expended. 

Comprehensive  Health  Planning 

This  Board,  in  previous  meeting,  associate  with  S. 
3008,  P.L.  89-749,  Comprehensive  Health  Planning,  di- 
rected that  a letter  be  forwarded  to  the  Governor  of  the 
State  of  Arizona,  e.xpressing  the  view  that,  in  its  con- 
sidered opinion,  the  Arizona  State  Department  of  Health 
is  qualified,  competent  and  capable  to  meet  fully  all  the 
many  requirements  this  legislation  imposes  upon  a sole 
State  agency  to  fulfill  effectively  the  responsibility  for 
administering  the  State’s  comprehensive  health  planning 
and  service  functions.  This  directive  was  carried  out. 
In  response,  Governor  Jack  Williams,  by  letter  dated 
January  23,  1967,  expressed  his  views  that  he  is  in  full 
agreement  with  this  statement  and  opposed  to  the  pro- 
liferation of  any  more  boards,  commissions  or  agencies 
than  absolutely  necessary.  He  has  met  with  the  Health 
Board,  apprised  it  with  the  Association’s  letter,  and  con- 
firmed their  willingness  to  adopt  a policy  in  line  with 
this  opinion.  RECEIVED. 

Poison  Control 

Recommends  that  the  Subcommittee  on  Poison  Control 
of  the  Professional  Committee  be  reactivated,  subject 
to  the  approval  of  the  Board  of  Directors.  APPROVED. 
MD-DO  Amalgamation 

Recommends  to  the  board  of  Directors  that  it  reiterate 
the  stand  of  Arizona  Medicine  that  it  would  welcome 
discussion  with  the  osteopathic  physicians  (of  Arizona) 
on  the  basis  of  amalgamation  into  one  healing  art  based 
on  the  accepted  tenets  of  scientific  medicine.  AP- 
PROVED. 

Diabetes  Detection  Drive 

In  the  matter  of  the  Diabetes  Detection  Drive  under- 
taken by  the  Subcommittee  on  Aging  and  General  Medi- 
cine of  the  Professional  Committee,  recommends  that 
the  deficit  of  $1,246.28  be  supplied  out  of  the  Profes- 
sional Committee’s  budget;  and,  if  this  amount  of  money 
is  not  available  out  of  said  budget,  that  the  Committee 
recommend  to  the  Board  of  Directors  that  the  deficit 
be  provided  by  the  Association;  and  that  it  is  determined 


to  proceed  with  preliminary  planning  for  a second  Dia- 
betes Detection  Drive  to  culminate  during  the  next  Na- 
tional Diabetes  Week  (1967)  exerting  every  effort  to 
make  it  financially  self-sustaining.  REPORT  AP- 
PROVED. 

Immunization  Program 

Recommends  to  the  Board  of  Directors  that  it  ap- 
prove and  support  a statewide  adult  smallpox,  diphtheria 
and  tetanus  immunization  program  to  include  measles, 
and  that  the  Professional  Committee  continue  its  sup- 
port of  this  endeavor.  Earl  J.  Baker,  M.D.,  Chairman  of 
the  Subcommittee  on  Disaster  Medicine  of  the  Profes- 
sional Committee,  on  invitation  and  present,  reported 
that  the  State  Medical  Association  approve  by  formal 
resolution  a statewide  adult  immunization  program  for 
smallpox,  diphtheria,  tetanus  and  measles.  He  stated 
that  this  has  the  backing  of  AMA,  the  American  Col- 
lege of  Surgeons,  the  Pediatric  Society,  the  Internists 
Society  and  the  Academy  of  General  Practice.  The  prob- 
lem was  to  establish  a statewide  schedule  of  immuniza- 
tion that  would  be  acceptable  to  everybody.  This  has 
been  accomplished.  The  next  problem  is  financing. 
The  Federal  Government  has  appropriated  $110,000  for 
Arizona  for  the  measles  vaccine  program  by  special  Act 
of  Congress  in  1962.  This  money  for  educational  pur- 
poses can  be  used  for  the  four  diseases  — it  is  not 
limited  to  measles.  Rhode  Island,  early  last  year,  suc- 
cessfully vaccinated  fifty-six  percent  of  its  children  popu- 
lation by  turning  the  program  over  to  a professional 
Public  Relations  Bureau.  In  Arizona,  we  have  an  Im- 
munization Committee  composed  of  prominent  people 
who  would  be  involved  with  the  strong  backing  of  the 
Public  Health  Departments.  The  program  has  been 
developed  itno  two  parts:  doctor  education,  February, 
March  and,  possibly  April  (the  May  issue  of  ARIZONA 
MEDICINE  will  be  devoted  entirely  to  immunization); 
then,  a statewide  public  relations  program  to  get  patients 
to  go  to  their  doctors.  Jennings  and  Thompson  will 
handle  this  phase  of  the  program.  They  will  require 
$6,000,  and  an  additional  $6,000  for  materials,  etc., 
which  latter  amount  is  available  through  the  Federal 
grant. 

It  was  regularly  moved  and  unanimously  carried  that 
there  be  appropriated  the  sum  of  $1,000  for  this  state- 
wide immunization  program  as  presented  by  Dr.  Baker. 

It  was  regularly  moved  and  unanimously  carried  that 
this  program  be  supported. 

Mental  Retardation  Program 

Recommends  to  the  Board  of  Directors  that  it  ap- 
prove of  the  proposed  “Mental  Retardation  Program  for 
Training  Health  Personnel  in  Rural  Arizona  Communi- 
ties’’ through  the  Rehabilitation  Center  of  the  University 
of  Arizona,  utilizing  Federal  funds  available,  and  rec- 
ommending component  society  cooperation  when  re- 
quested. APPROVED. 

Public  Health 

Recommends  with  regret,  acceptance  of  the  resigna- 
tions of  Ben  P.  Frissell,  M.D.  (Phoenix),  Chairman  of 
the  Subcommittee  on  Public  Health  of  the  Professional 
Committee,  and  Hugh  E.  Dierker,  M.D.  (Flagstaff), 
member  of  the  Subcommittee  on  Public  Health,  express- 
ing grateful  appreciation  for  their  past  services.  RE- 
CEIVED. 
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Medical  Advances  — Ethics 

AMA  responds  to  request  of  this  Association  that  it 
publicize  in  AMA  News  and  other  media  the  impor- 
tance of  strict  adherence  to  the  Principles  of  Medical 
Ethics,  especially  on  the  subject  of  publicity,  and  that 
special  attention  be  directed  to  nation-wide  news  stories 
concerning  medical  advances  of  undetermined  merit.  It 
was  stated  that  many  members  of  the  Association  have 
expressed  concern  about  this  pubhcity  and  its  effect 
on  the  public  and  on  the  good  name  of  medicine.  The 
Texas  Medical  Association  and  the  Harris  County  Medi- 
cal Society  are  both  concerned  about  this  matter.  The 
issue  has  been  under  consideration  by  the  AMA’s  Judi- 
cial Council  and  has  been  considered  by  the  AMA’s 
Board  of  Trustees.  The  most  expeditious  way  to  handle 
this  situation,  it  is  stated,  is  for  the  Secretary  of  the 
Arizona  Medical  Association  to  submit  a formal  com- 
plaint to  the  local  medical  society  of  which  the  phy- 
sician is  a member.  RECEIVED  AS  INFORMATION. 
Emergency  Medical  Services 

Determined  to  designate  Donald  F.  Schaller,  M.D., 
(Phoenix)  as  representative  of  this  Association  at  the 
scheduled  Conference  on  Emergency  Medical  Services 
to  be  held  April  6 and  7,  1967,  at  the  Ambassador  Hotel 
in  Chicago,  AMA  to  pay  all  expenses. 

Medical  Education 

Dr.  Melick  reported  in  the  matter  of  the  Millis  Re- 
port discussed  during  the  last  meeting  of  his  Subcom- 
mittee on  Medical  Education.  Comments  have  been  in- 
vited to  be  forwarded  either  to  AMA  or  to  the  local 
county  or  state  medical  association.  The  Committee 
approved  it  in  spirit,  as  there  were  objections  raised, 
especially  with  regard  to  the  general  practitioners  who 
serve  in  the  rural  areas.  Dr.  Melick  agreed  to  draft  a 
resolution  to  be  submitted  to  the  Board  of  Directors  at 
its  next  meeting,  thence  to  the  House  of  Delegates  for 
its  consideration,  and  therefore,  it  may  be  passed  along 
to  the  AMA  for  its  information. 

Expended  in  1966  for  the  Medical  Education  Tele- 
vision Program  was  the  total  sum  of  $392.09.  The  Board 
had  appropriated  a sum  of  $2,500  for  this  purpose.  At 
the  close  of  the  year,  the  unexpended  balance  reverted 
back  to  the  General  Fund.  It  is  recommended  that  this 
program  be  continued  during  1967;  tliat  the  membership 
of  this  Subcommittee  likewise  be  continued;  and  that 
a sum  of  $2,500  be  appropriated  again  for  the  year  1967. 
APPROVED. 

HOUSE  OF  DELEGATES 

Resolution  No.  8 

In  the  matter  of  request  that  a task  force  from  the 
National  Blue  Shield  Office  be  invited  to  Arizona  for  the 
purpose  of  investigating  tire  advisability  of  such  a change 
(that  each  corporation  have  its  own  Executive  Director) 
and  recommending  to  the  Arizona  Medical  Association’s 
House  of  Delegates  whether  such  a change  would,  in 
reality,  improve  the  operation  of  Arizona  Blue  Shield, 
it  was  reported  that  Mr.  Lawrence  C.  Morris,  Assistant 
Director  for  Professional  Relations,  Communications  Di- 
vision of  NABSP,  visited  Arizona  December  13  through 
16,  1966,  to  do  the  field  work  in  advance  of  the  designa- 
tion of  the  Task  Force  anticipated  to  visit  Arizona 
during  the  latter  part  of  February'  RECEIVED. 
Resolution  No.  15 


Dr.  Jarrett  reported  at  length  on  the  activity  of  the 
Ad  Hoc  ArMA  Liaison  Committee  with  the  Arizona 
Hospital  Association  responsible  for  the  carrying  out  of 
the  intent  of  House  Resolution  No.  15  to  importune 
and  request  the  responsible  hospital  officials  to  pro- 
vide adequate  representation  by  physicians,  such  as  the 
Chief  of  Staff  and/or  physicians  duly  elected  by  the 
Medical  Staff,  on  the  Board  of  Directors  of  each  Hos- 
pital. To  say  that  this  Resolution  was  received  by  the 
Hospital  Association  with  wild  enthusiasm  would  be 
the  misstatement  of  the  year.  The  Chairman,  Melvin 
Lloyd  Kent,  M.D.,  has  been  very  active  and  enthu- 
siastic in  his  effort  to  have  this  Resolution  implemented. 
Members  of  a similiar  liaison  committee  of  the  Arizona 
Hospital  Association,  together  with  Presidents  of  the 
Hospital  Boards,  were  invited  to  attend  a meeting  with 
our  Liaison  group.  None  of  the  Presidents  responded. 
Cormsel  for  the  ArHA  attended  and  was  the  main 
spokesman  for  that  group.  The  principal  opposition  to 
doctors  of  medicine  being  on  hospital  boards  was  an 
alleged  “conflict  of  interest.”  The  arguments  against  such 
participation  were  not  impressive.  It  is  planned  to  hold 
a meeting  in  March,  to  which  the  hospital  Chiefs  of 
Staff  will  be  invited  to  explore  further  the  possibilities 
of  implementing  this  Resolution. 

In  a recent  issue  of  MEDICAL  ECONOMICS,  a 
lead  article  discusses  why  doctors  of  medicine  should 
be  on  Boards  of  Directors  of  hospitals.  It  was  directed 
that  reprints  of  this  article  be  obtained  and  a copy  for- 
warded to  each  President  and  member  of  Arizona  Hos- 
pital Boards,  including  the  Administrators,  for  their  edi- 
fication. 

BOARD  OF  DIRECTORS 

Membership 

Hugh  E.  Dierker,  M.D.  (Flagstaff),  Northwestern 
District  Director,  submits  his  resignation  as  a member 
of  this  Board  of  Directors  to  take  effect  January  15, 
1967.  ACCEPTED  WITH  REGRET. 

It  was  regularly  moved  and  unanimously  carried  that, 
due  to  the  nearness  to  the  Annual  Meeting  and  election 
of  officers,  it  be  determined  not  to  make  an  interim 
appointment  to  fill  the  vacancy  at  this  time. 

ARTICLES  OF  INCORPORATION 
AND  BY-LAWS 

Amendments 

The  Board  concurred  in  the  recommendations  of  the 
Articles  of  Incorporation  and  By-Laws  Committee  and 
directed  that  appropriate  resolutions  be  prepared  to 
achieve  the  objectives.  They  are  as  follows: 

(a)  Amend  Chapter  VIII  House  of  Delegates,  Section 
1.  Composition  of  House  — Meetings,  to  provide 
that:  “The  Past  Presidents  of  the  Association  shall 
be  ex-officio  members  of  the  House  of  Delegates 
without  the  right  to  vote.” 

(b)  Chapter  II  Membership,  Section  3.  Classes  of 
Membership,  (E)  Affiliate  Members,  to  include: 

. . retired  physicians  holding  degree  of  doctor 
of  medicine  and  residing  in  Arizona.” 

(c)  Chapter  VII  Standing  and  Special  Committees, 
Section  4.  Composition  and  Duties  of  Standing 
Committees,  to  provide  an  additional  standing  com- 
mittee on  “Governmental  Services.” 
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BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Scholarship  Award 

Mr.  C.  James  Start  (Phoenix),  student  at  the  State 
University  of  New  York  Upstate  Medical  Center,  Syra- 
cuse, New  York,  expressed  his  heartfelt  gratitude  for 
receipt  of  the  scholarship  awarded  by  this  Association. 
RECEIVED. 

Medical  Student  Loan  Program 

Dr.  Cloud,  Chairman  of  the  Benevolent  and  Loan 
Fund  Committee,  reported  that,  since  the  last  meeting 
of  this  Board,  at  which  time,  due  to  the  progressive 
and  enlarging  contingent  liability  under  the  medical 
student  loan  program  in  excess  of  $102,000,  it  approved 
an  increase  in  said  contingent  liability  to  an  amount 
equal  to  seventy-five  pereent  of  the  annual  budget 
and  reduced  the  scope  of  the  program  from  a possible 
seven-year,  $10,000  limit  to  a four- year,  $6,000  limit, 
the  AMA-ERF  approaehed  us  with  a view  of  consoli- 
dating the  two  programs  on  a regional  basis.  Confer- 
enees  have  been  held  between  the  interested  parties, 
including  officials  of  the  Valley  National  Bank.  It  has 
been  tentatively  agreed  that  AMA-ERF  will  assume  the 
entire  eontingent  liability  earned  by  this  Association  and 
take  over  the  entire  program  insofar  as  assuming  the 
finaneing  thereof  is  concerned,  the  VNB  agreeing  to 
provide  suffieient  funds  to  finanee  the  entire  Arizona 
program,  this  Association  to  administer  the  program  in 
a way  that  it  best  sees  fit  and  to  derive  the  benefits 
and  pleasures  from  the  program  that  we  have  so  far 
enjoyed.  This  is  all  subject  to  satisfying  details  among 
the  three  parties,  and  it  appears  a satisfactory  nego- 
tiation can  be  concluded.  It  is  requested  that  the  Board 
give  authority  to  the  Committee  to  proceed  with  nego- 
tiations contingent  upon  final  approval  of  the  Board. 
APPROVED. 

CENTRAL  OFFICE  ADVISORY 
COMMITTEE 

Membership  Classifications 

MARICOPA  — Herman  L.  Bewersdorf,  M.D.  (Phoe- 
nix) — Active,  granted  Associate  (dues  exempt),  account 
disability  (illness),  effective  January  1,  1967. 

PIMA 

Carl  W.  Waldron,  M.D.  (Scottsdale)  — Service  (one- 
quarter  dues),  granted  Service  (dues  exempt),  account 
70  years  of  age  or  older,  effective  January  1,  1967. 

Stewart  Richard  Mortland,  M.D.  (Tucson)  — Active, 
granted  Service  (one-quarter  dues),  account  Employment 
Davis-Monthan  Air  Force  Base  (Tucson),  effective  Janu- 
ary 1,  1967. 

Stuart  Sanger,  M.D.  (Tucson)  — Active,  granted  Asso- 
ciate (dues  exempt),  accoimt  Retirement,  effective  Janu- 
ary 1,  1967. 

Financial  Report 

Dr.  Landeen  presented  a pre-closing  report  for  the 
year  ending  December  31,  1966,  subject  to  year-end 
Auditor’s  adjustments,  reciting  total  “REVENUES”  re- 
ceived amount  to  $201,303.29  ($195,160.00  budgeted) 
and  “EXPENDITURES”  of  $205,018.40  ($210,318.98 
budgeted,  as  amended).  The  Treasurer  noted  that  the 
Board  today  authorized  additional  expenditures  over 
and  above  the  1967  Budget  Appropriations  potentially 


totalling  $13,500.00,  which  is  in  excess  of  the  1967 
Contingency  totalling  $12,609.00.  REPORT  ACCEPTED. 

PUBLIC  RELATIONS  COMMITTEE 

Community  Service  Award 

In  the  matter  of  the  1967  Community  Service  Award 
by  A.  H.  Robins  Company,  nominees  were  presented 
by  the  following  component  county  medical  societies: 
COCONINO  — Martin  G.  Fronske,  M.D.  (Flagstaff); 
MARICOPA  — James  L.  Grobe,  M.D.  (Phoenix);  PIMA 
— David  R.  Minter,  M.D.  (Tucson);  and  YUMA  —A.  J. 
Ochsner,  II,  M.D.  (Yuma).  By  ballot.  Dr.  Martin  G. 
Fronske  was  nominated. 

COMMUNICATIONS 

Student  American  Medical  Association 

Authorized  Sustaining  Membership  in  the  Student 
American  Medical  Association  in  the  sum  of  $1(K);  and 
that  the  Medical  Education  Subcommittee  of  the  Pro- 
fesisonal  Committee,  with  tire  opening  of  the  Univer- 
sity of  Arizona  College  of  Medicine,  encourage  the  for- 
mation of  a chapter  of  SAMA  at  that  institution. 

OTHER  BUSINESS 

Pima  Society  Survey 

Dr.  Dudley  reported  that  the  Pima  County  Medical 
Society  recently  concluded  a survey  requested  by  it  to 
determine  not  only  where  the  Society  has  been,  but 
where  it  is  now  and  where  it  is  going.  The  team  con- 
sisted of  the  Assistant  Field  Director  of  AMA,  Bill  Ram- 
sey; tire  Executive  Director  of  the  Medical  Society  of 
Dayton,  Ohio  (Montgomery  County  Medical  Society), 
Robert  F.  Freeman;  Dr.  Norman  of  Dallas,  Texas;  Dr. 
Tuffer  of  tire  new  medical  school  at  Davis,  California; 
and  our  Executive  Secretary.  They  spent  appro.ximately 
three  days  in  Tucson,  reporting  initially  to  the  Board 
of  Directors  and  finally  to  the  County  Society  as  a 
whole.  My  personal  opinion  is  that  this  was  a very 
revealing  survey;  they  talked  to  people  within  the  Tucson 
area;  and  they  submitted  many  recommendations.  A 
finalized  report  is  forthcoming  shortly.  The  Executive 
Secretary  commented  on  some  of  the  details,  the  survey 
to  him  being  an  enlightening  and  exciting  experience. 
While  the  individuals  interviewed  had  a very  high  re- 
gard for  the  medical  competency  in  Tucson,  it  was  the 
feeling  that  the  doctors  should  contribute  more  of  their 
time  in  the  development  of  Tucson  and  its  environs. 
MEETING  ADJOURNED  AT  4:15  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Friday, 
February  24,  1967,  in  the  Central  Office  of  this  Asso- 
ciation, Suite  201,  Safari  Building,  4601  North  Scottsdale 
Road,  Scottsdale,  Arizona,  convened  at  10:20  a.m.,  Ian 
M.  Chesser,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT; 

Drs.  Brown,  Harvey  G.;  Chesser,  Ian  M.,  Chairman; 
Dysterheft,  Arnold  H.,  President-Elect;  Hardenbrook, 
Richard  G.;  Henderson,  Gharles  E.,  Secretary;  Hoffmann, 
George  L.;  Jarrert,  Paul  B.,  President;  Ricker,  John  H. 
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STAFF: 

Mr.  Carpenter,  Robert,  Executive  Secretary;  Mr.  Rob- 
inson, Bruce  E.,  Assistant  Executive  Secretary. 
GUESTS: 

Mr.  Foster,  John  C.,  Fiscal  Administrator,  Arizona 
Blue  Shield  Medical  Service;  Peatfield,  Norman  E., 
Brigadier  General,  MC,  USA,  Executive  Director, 
OCHAMPUS. 

EXCUSED: 

Dr.  Spencer,  Steven  S. 

MINUTES 

Minutes  of  the  meeting  of  the  Medical  Economics 
Committee  held  December  3,  1966,  approved. 

DEPENDENTS'  MEDICAL  CARE 
CONTRACT  (DA-05-114-66-MD-87) 

Dr.  Chesser  commented  that  he  believes  the  General 
is  aware  of  our  problem  in  renegotiating  the  current 
Dependents’  Medical  Care  Contract,  the  result  of  adop- 
tion of  Resolution  No.  11  by  our  House  of  Delegates 
requiring  any  such  renegotiation  to  be  on  the  basis  of 
“usual,  customary  and  reasonable”  fees. 

GEN.  PEATFIELD: 

Expressing  appreciation  for  the  privilege  of  appearing 
before  this  Committee,  the  General  stated:  “I  am  also 
very  happy  to  be  able  to  talk  to  you  about  the  usual 
and  customary  fee  concept  as  we  have  placed  in  opera- 
tion in  about  sixteen  states.  This  is  what  we  believe 
to  be  the  real  method,  I would  say,  of  setting  up  the 
usual  and  customary  fee  plan  for  physicians  to  make 
their  charges  in  accordance  with  this  plan  and  at  the 
same  time  to  have  a certain  degree  of  control,  which 
is  not  only  essential  to  the  operation  of  my  program, 
but  is  very  essential,  as  I see  it,  to  the  state  medical 
associations.  I think  that  any  medical  association  wants 
to  have  some  idea  of  what  the  charges  are  for  particular 
procedmes  throughout  the  state  and  just  what  the  in- 
crease in  the  cost  of  medical  care  is,  if  that  develops, 
how  much  it  is,  and  where  it  is  developing  where  it  is 
occurring.  Through  the  plan  that  we  have  in  operation 
in  other  states,  I believe  this  can  be  accomplished,  and 
I believe  everyone  is  satisfied,  and  I’m  thinking  now  of 
the  physician  who  is  submitting  his  claim.  It  is  a very 
simple  arrangement,  really.  It  doesn’t  require  too  much 
work  on  anyone’s  part  because  the  control  measure  is 
built  in  and,  with  the  administrative  control,  which  in 
your  case  would  be  Blue  Shield,  and  with  the  control 
that  we  have  back  in  Denver,  we  have  found,  since 
the  program  became  effective  last  June,  that  it  has 
worked  very  well. 

We  negotiate  what  I call  a guide  for  fees.  This  is  a 
schedule  which  establishes  a so-called  screening  ceiling. 
This  screening  ceiling  for  each  procedure  is  at  a level 
that  we  would  hope  would  take  care  of  the  majority  of 
claims  that  are  submitted  by  the  physicians  who  take 
care  of  our  dependents.  The  claims  that  are  submitted 
which  would  be  above  the  ceiling  for  a given  procedure 
would  be  reviewed  by  the  committee  that  would  be  set 
up  by  the  state  medical  association,  and  that  commit- 
tee would  decide  whether  or  not  the  claim  should  be 
paid  as  billed  or  whether  it  should  be  paid  a lesser 
amount.  Now,  this  claim  is  not  a special  report.  This  is 
a claim  that  warranted  individual  consideration  because 


it  happens  to  be  above  the  ceiling  that  we  have  estab- 
lished as  the  top  for  the  majority  of  claims.  You  may 
see  in  this  a little  indication  of  so-called  forbearing 
fees,  but  this  is  not  so  either.  What  I’m  thinking  of  is 
reasonable  fees.  As  you  well  know,  and  I think  you  all 
understand  what’s  meant  by  usual  and  customary  and 
reasonable,  these  are  terms  that  are  used  by  many  peo- 
ple very  often  with  different  interpretations,  but  I think 
that  by  and  large  everyone  knows  what  we’re  talking 
about  when  we  talk  about  the  usual  fee  a physisian 
charges  to  patients  in  his  community  for  a procedure 
and  the  customary  fee  that  most  of  the  other  physicians 
with  the  same  training  and  who  live  in  that  area  charge 
for  the  procedure.  By  reasonable,  I mean  by  and  large 
most  of  your  charges  for  such  procedure  fall  within 
certain  ranges.  The  claim  that  would  be  above  this 
would  be  the  claim  in  for,  say,  $.500  above  this  when 
most  of  the  other  charges  in  this  area  would  be  around 
$250.  That  would  be  the  one  that  would  be  reviewed 
by  the  committee,  and  I would  say,  at  least  from  past 
experience,  in  instances  such  as  tins,  the  committee  has 
said  that  this  is  not  a reasonable  fee.  Now,  if  a fee  came 
in  for  $300  and  the  ceiling  we  had  set  up  with  $250, 
in  all  probability  the  committee  would  say  this  is  a rea- 
sonable fee  for  this  physician. 

As  you  see,  it  is  not  a difficult  plan,  and,  actually,  it 
gives  all  of  us  control,  and  by  that  I mean  representa- 
tives of  the  association,  and  it  gives  me  control  as  repre- 
sentative of  the  program  that  is  run  by  the  Government. 
It  also  enables  every  physician  to  charge  his  usual  and 
customary  charge,  and  it  means  that  the  few  physicians 
that  might  charge  in  the  unreasonable  area,  and  we  have 
this  happen,  as  you  all  know  — we’re  all  mature  people, 
and  we  all  know  that  this  does  happen  — it  gives  the 
committee  that  has  been  set  up  by  the  state  medical 
association  the  opportunity  to  decide  whether  this  should 
be  paid  or  whether,  after  they  reduce  it,  they  want  to 
speak  to  this  particular  physician  and  suggest  that  he 
bring  his  charges  more  in  line  with  those  charged  by 
other  physicians  with  similar  experience  living  in  that 
area.  The  voluntary  aspect  is  still  here,  of  course,  whether 
the  physician  participates  or  not,  and  the  special  report 
procedure  is  still  in  effect,  as  it  has  been  for  the  past 
ten  years.  The  real  problem,  and  this  is  one  that  must 
be  arrived  at  in  any  negotiation  such  as  this,  is  what 
sort  of  a ceiling  you  want  set  upon  the  various  proce- 
dures that  appear  in  tlie  manual.  You  might  say  that, 
if  you  are  going  to  pay  usual  and  customary  fees,  then 
why  do  you  need  a ceiling.  The  reason  is  that,  if  you 
have  no  ceiling  at  all,  how  are  you  ever  to  know 
whether  all  the  claims  submitted,  all  the  charges,  are 
reasonable.  I would  never  question  the  honesty  or  the 
integrity  of  a physician,  but  I think  that,  human  nature 
being  what  it  is,  it  is  a good  idea  to  have  some  control 
mechanism  in  systems  such  as  this  if  for  nothing  more 
than  to  help  us  see  where  we  are  going.  It  serves  another 
purpose  in  that  it  helps  me,  of  course,  to  estimate  the 
cost  of  medical  care  in  the  State  of  Arizona.  It  gives  us 
an  idea  as  to  how  much  medical  care  is  increasing  and 
how  many  claims  are  being  submitted  above  the  celing 
that  have  been  approved  by  the  committee,  and,  after 
we  have  seen  what  the  trend  is,  we  can  raise  the  ceil- 
ing, if  necessary,  for  a particular  procedure.  This  would 
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be  a warranted  increase  rather  than  an  increase  that 
none  of  us  can  explain.  I think  that  it  has  just  enough 
leveling  influence  about  it  to  keep  your  medical  costs 
within  reasonable  limits,  and  I am  not  saying  that  they 
should  remain  firm,  but  the  cost  of  medical  care  coin- 
cides with  the  increase  in  the  cost  of  living.  Our  ex- 
perience to  date  since  this  plan  has  been  in  operation 
in  many  of  the  states  (shows)  it  has  worked  out  very 
well,  and  we  have  had  very  few  claims  that  actually 
have  been  submitted  which  were  considered  to  be  un- 
reasonable as  far  as  the  charge  is  concerned. 

In  answer  to  a question  put  to  the  General  as  to  how 
the  ceiling  figure  is  arrived  at,  he  inquired  whether  or 
not  the  ninety-percent  concept  has  been  considered. 
What  has  been  done  in  the  interest  of  simplicity,  and 
also  coming  up  with  a schedule  which  gives  some  rela- 
tive value  of  one  procedure  to  the  other,  very  often 
the  California  Relative  Value  Study  has  been  used.  This 
is  so  because  the  units  they  have  arrived  at  by  and 
large  pretty  well  reflect  the  value  of  one  procedure  to 
another.  A new  Manual  is  being  prepared  for  release 
shortly  which  will  contain  terminology  similar  to  that 
of  the  1964  RVS.  It  appears  most  physicians  are  fami- 
liar with  it,  with  the  coding,  and  many  states  have 


adopted  it.  For  uniformity  and  ease  of  operation,  we 
have  adopted  their  code. 

Considerable  discussion  ensued  regarding  review  pro- 
cedures, either  through  the  Professional  Committee  of 
Blue  Shield,  as  is  presenth’  being  accomplished,  through 
specialty  groups  and/or  a committee  of  the  Association; 
experiences  in  other  states  operating  under  the  UCR 
concept;  variation  of  fees,  urban  vs.  rural  areas;  payment 
of  e.xpenses  of  members  serving  on  review  committees; 
present  experience  and  potential  volume  of  review  ac- 
ti\’ity  under  the  e.xpanded  program;  extension  of  the 
current  contract  until  a new  one  is  executed,  hopefully 
within  ninety  days,  under  the  PiCR  concept;  ^rrescrip- 
tion  drug  procedures;  deductibles;  and  other  operation- 
al procedures. 

It  is  understood  a new  contract  will  be  prepared  by 
OCIIAMPUS  and  presented  for  further  consideration 
and  e.xecution  based  upon  discussion  today,  following 
the  UCR  concept,  and  that  the  current  contract  e.xpiring 
Februarx'  28,  1967,  will  be  extended  for  a limited 
period  of  time  sufficient  to  conclude  renegotiation  of 
the  new  contract. 

MEETING  ADJOURNED  AT  1:00  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 
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^^George  wants  to  know  if  if  s okay  to  take  his  cold 
medicine  now.  Doctor,  instead  of  seven  o'clock?*^ 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  round-the-clock  relief  by  help- 
ing clear  congested  air  passages  for  freer  breathing. 
Novahistine  LP  also  helps  restore  normal  mucus 
secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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’ ■ v<'i.;Eli  LiUy  and  Company,  Indianapolis,  Indiana  46206. 
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ORIGINAL  ARTICLES 


A RE-EVALUATION  OF  ETIOLOGIC 
FACTORS  OF  HEMORRHOIDAL  DISEASE  ^ 


John  McGivney,  M.D.,  F.A.C.S. 


This  article  should  be  of  interest  to  the  physician  as  it  advances  some 
ideas  and  concepts  relative  to  the  etiology  and  treatment  of  hemorrhoidal 
disease. 


Hemorrhoidal  disease  may  involve  either 
the  superior  or  Inferior  hemorrhoidal  plexuses 
or  both  and,  the  disease  Is  replete  with  compli- 
cating factors  Including  thrombosis,  prolapse, 
redundancy  and  ulceration. 

Factors  which  have  been  advanced  concern- 
ing the  cause  of  hemorrhoidal  disease  Include: 
Nutritional  deficiencies,  occupation  (prolonged 
standing),  climatic  conditions,  psychic,  senility, 
endocrine  Influences,  constipation,  portal  hyper- 
tension, heredity,  pregnancy,  cardiac  decompen- 
sation and  Infection.  Of  these,  the  endocrine  fac- 
tor and  Infection  seem  to  be  the  most  logical  as 
the  primary  cause  of  the  disease,  while  all  the 
others  may  be  considered  to  be  merely  contrib- 
uting or  sustaining  factors.  The  endocrine  Influ- 
ence In  pregnancy  Is  well  known  to  all  and  obvi- 
ously causes  not  only  dilation  of  the  hemorrhoid- 
al veins  but  also  those  throughout  the  pelvis. 
During  the  second  stage  of  labor,  tension  within 
the  hemorrhoidal  plexus  Is  marked  and.  In  those 
women  either  during  pregnancy  or  shortly  there- 
dlsease  either  prior  to  or  during  pregnancy,  there 
Is  great  likelihood  of  a severe  episode  of  acute 
hemorrhoidal  crisis  following  delivery.  Despite 
the  high  Incidence  of  hemorrhoidal  disease  In 
women  either  during  pregnancy  or  shortly  there- 
after, the  Incidence  continues  to  be  higher  In 
men  In  a ratio  of  2-1.  Accordingly,  there  must 
be  a principal  cause  of  the  disease  common  to 
both  sexes  which  Is  not  dependent  upon  endo- 
crine factors  and  certainly  not  pregnancy. 

Clinical  Assistant  Professor  of  Surgery  (Proctology) 

The  University  of  Texas  — Medical  Branch 
Galveston,  Texas 


The  Incrimination  of  anal  Infection  as  the 
principal  cause  of  hemorrhoidal  disease  Is  not 
new.  That  anorectal  Infection  occurs  as  a regular 
sequence  of  events  In  the  pathogenesis  of  hem- 
orrhoidal disease  has  been  recognized  for  a long 
time.  The  first  Information  furnished  to  us  sug- 
gesting Infection  as  an  etlologlc  factor  In  ano- 
rectal disease  was  contained  In  a report  by  F.  P. 
Johnson  In  his  monumental  work  on  the  develop- 
ment and  the  embryology  of  the  human  anorec- 
tum.  His  work  along  with  the  subsequent  work 
of  Tucker  and  Hellwlg,  describing  the  anal 
crypts,  rectal  sinuses,  the  tubular  glands  lying 
within  the  depths  of  the  crypts  and  within  the 
submucosa,  and  later  confirmed  by  Pope  and 
Gunn,  provided  excellent  data  to  Implicate  In- 
fection In  the  pathogenesis  of  anorectal  Inflam- 
matory disease. 

The  anorectum  Is  a busy  thoroughfare  through 
which  stools  teaming  with  organisms  are  evac- 
uated each  day.  The  anal  crypts  with  their  open- 
ings directed  proxlmally,  expose  these  structures 
to  a steady  stream  of  Infectious  material.  The 
anal  crypts  thus  act  as  portals  of  entry  through 
which  Infection  may  enter  and  Involve  the  tub- 
ular glands  In  their  depths.  Accordingly,  If  trau- 
ma Is  superimposed,  the  tissues  apparently  lose 
their  Inherent  resistance  and  Infection  results. 
It  Is  obvious  that  a liquid  material,  particularly 
a liquid  stool,  provides  easy  access  to  the  open- 
ing of  the  anal  crypts  and  their  attached  tubular 
glands.  This  In  part,  e.xplalns  the  high  Incidence 
of  associated  anorectal  disease  with  an  attack  of 
diarrhea  or  In  Individuals  who  continually  use 
mineral  oil  or  other  laxatives. 
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After  a number  of  years  of  examining  histologic 
sections  of  tissue  removed  from  the  anorectal 
area,  we  have  been  impressed  by  the  high  inci- 
dence of  round  cell  infiltration  in  the  tissues 
immediately  adjacent  to  the  anal  crypts  and 
within  the  walls  of  the  hemorrhoidal  veins.  The 
anal  crypts  then  apparently  are  the  portals 
through  which  infection  gains  admittance  to  the 
vascular  and  perivascular  structures  adjacent  to 
the  rectal  outlet.  The  high  incidence  of  cryptitis 
and  other  anorectal  infectious  diseases,  such  as 
fistulas  & abscesses  associated  with  hemorrhoids 
has  led  to  the  firm  conviction  that  an  infectious 
process  is  always  associated  with  hemorrhoids. 
The  infection  weakens  the  walls  of  the  veins 
causing  them  to  enlarge,  breaks  down  the  elastic 
tissue  which  helps  to  support  them,  leading  to 
redundancy  and  protrusion  when  the  masses  lose 
their  support  within  the  rectum.  Subsequently, 
any  of  the  contributing  factors  which  are  known 
to  precipitate  an  acute  attack  of  hemorrhoidal 
discomfort,  may  lead  to  one  of  the  complications 
of  hemorrhoidal  disease.  Accordingly,  we  find 
in  younger  patients  a high  incidence  of  throm- 
botic inflammatory  hemorrhoidal  disease.  The 
thrombotic  phenomenon  precipitated  by  infec- 
tion, may  involve  only  the  external  hemorrhoidal 
plexus  in  which  instance  the  characteristic  ex- 
ternal thrombotic  hemorrhoid  results.  If  internal 
hemorrhoidal  redundancy  is  present,  and  the 
thrombotic  phenomenon  is  transmitted  to  the 
superior  hemorrhoidal  plexus,  swelling  and  pro- 
trusion with  fixation  of  the  hemorrhoidal  mass 
on  the  outside  of  the  anal  sphincter  results.  In 
this  instance  a situation  is  created  which  fre- 
quently has  been  referred  to  as  “strangulated 
hemorrhoids.” 

As  time  goes  on  and  the  patient  is  subjected 
to  numerous  attacks  of  thrombotic  disease,  the 
venous  radicles  becomes  occluded  and  the  mass- 
es increase  in  size,  lose  their  support  within  the 
rectum  and  become  redundant,  so  that  in  older 
patients  one  sees  a predominance  of  protruded 
hemorrhoids  associated  with  little  thrombotic- 
phenomenon.  In  addition,  the  external  sphincter, 
subjected  to  prolonged  expansion  gradually  loses 
its  tone,  so  that  the  hemorrhoids  are  more  fre- 
quently found  protruded  through  the  anorectal 
ring  rather  than  in  their  normal  position  in  the 
lower  rectum. 

Histologic  examination  of  hemorrhoidal  tissue 
reveals  some  rather  interesting  pathologic  char- 
acteristics. Some  of  the  venous  radicles  appear 


normal  in  size  and  their  various  coats  give  no 
evidence  of  disease.  In  other  areas,  many  of  the 
venous  sinuses  are  dilated  and  seem  to  have 
walls  which  on  close  inspection  reveal  the  elastic 
elements  within  them  to  have  been  completely 
replaced  by  fibrous  tissue.  In  addition,  in  many 
areas,  numerous  venous  sinuses  appear  to  be 
bound  together  by  fibrous  tissue  suggesting  an 
infeetious  process,  which  has  been  resolved,  in 
the  area.  In  the  younger  patients,  the  veins  are 
sometimes  cavernous,  giving  the  appearance  of 
a hemanglomatous  mass  associated  with  the 
sinuses.  Many  thrombi  are  present  throughout 
the  section  and  there  is  evidence  of  damage  to 
the  endothelium  of  the  walls  of  the  veins.  Ordi- 
narily, in  older  patients,  the  venous  sinuses  sub- 
jected to  prolonged  infection,  are  not  dilated  but 
eompressed  by  an  abundance  of  dense  fibrous 
tissue  serving  as  a stroma  for  the  venous  chan- 
nels. 

Round  cell  infiltration  is  the  rule  rather  than 
the  exception.  Within  the  venous  sinuses  are 
seen  thrombi  of  all  varieties,  some  recent  and 
others  undergoing  resolution.  The  thrombus  may 
be  permeated  by  capillaries  and  invaded  by 
fibroblasts.  In  all  instances,  the  thrombosis  is 
intravascular  rather  than  in  the  perivascular 
stroma.  Inflammatory  changes  are  in  evidence 
in  all  portions  of  the  section  with  an  infiltration 
of  round  cells  and  various  stages  of  eellular  res- 
olution of  the  tissue.  This  infiltration  is  more 
extensive  and  more  commonly  found  in  and 
around  the  vascular  sinuses  of  the  internal  hem- 
orrhoids. Occasionally,  small  minute  abscesses 
are  seen  within  or  adjacent  to  the  walls  of  the 
venous  radicles.  After  examination  of  numerous 
sections  of  tissue  taken  from  the  hemorrhoidal 
area,  one  cannot  help  but  be  convinced  that  the 
tissues  have  been  subjected  to  chronie  inflam- 
matory changes  induced  by  infeetion. 

Trealment 

If  the  hypothesis  concerning  the  role  of  infec- 
tion in  the  development  of  hemorrhoidal  disease 
is  correct,  then  no  treatment  regardless  of  wheth- 
er it  is  surgical  or  non-surgical  which  fails  to 
take  this  principal  etiologic  factor  into  considera- 
tion is  likely  to  meet  with  success  in  the  treat- 
ment of  the  disease.  The  mere  presence  of  hem- 
orrhoids does  not  necessarily  indicate  treatment 
and  the  patient  who  remains  asymptomatic  is 
likely  to  carry  on  for  years  without  specific 
therapy.  However,  when  the  hemorrhoids  be- 
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come  symptomatic,  when  the  patient  begins  to 
experience  frequent  attacks  of  thrombotic  dis- 
ease, when  protrusion  provokes  constant  bleed- 
ing and  discomfort  which  interferes  with  the 
patient’s  routine  of  life  and  work,  then  it  is 
obvious  that  definitive  treatment  must  be  insti- 
tuted. Frequently,  hemorrhoidal  disease  of  the 
thrombotic  variety  in  which  there  is  little  or  no 
protrusion,  may  be  treated  conservatively.  The 
patient  remains  comfortable  over  a period  of 
years  and  the  acute  attacks  are  resolved  with 
conservative  management.  On  the  other  hand, 
when  there  is  a considerable  amount  of  protru- 
sion, when  the  masses  remain  protruded  through 
the  anorectal  ring  and  the  patient  has  a consid- 
erable amount  of  redundancy,  it  is  obvious  that 
this  tissue  must  be  removed  surgically  if  the 
patient  is  to  be  assured  of  permanent  relief  from 
the  symptoms  of  his  disease. 

Heretofore,  there  has  been  little  problem  asso- 
ciated with  the  method  of  therapy  of  hemorrhoid- 
al disease  but,  with  the  increasing  span  of  life 
and  the  high  incidence  of  degeneration  of  the 
geriatric  patient,  the  problem  now  becomes  more 
complex.  Is  one  justified  in  subjecting  the  senile 
patient  to  the  hazards  of  anesthesia  and  surgery 
in  order  to  relieve  him  of  discomforts  to  which 
he  has  become  adjusted  over  a period  of  years? 
In  addition,  there  are  many  younger  patients 
who  may  have  complicating  medical  and  surgi- 
cal diseases,  such  as  the  patient  with  a recent 
coronary  occlusion,  where  the  choice  of  treat- 
ment lies  clearly  in  the  realm  of  a strict  palliative 
regimen  for  the  present,  with  subsequent  surgi- 
cal management  when  the  patient  becomes  a 
more  suitable  surgical  risk.  This  method  of  man- 
agement is  favored  by  most  surgeons  who  can 
convince  the  patient  that  such  management  is 
better  judgment  in  view  of  the  hazards  to  sur- 
gery which  exist. 

Even  in  patients  who  are  excellent  surgical 
candidates  and  have  an  acute  attack  of  throm- 
botic combined  internal  and  external  hemor- 
rhoids with  perianal  edema,  when  the  patient 
is  most  anxious  to  have  surgery,  it  is  frequently 
the  best  judgment  to  delay  surgery  during  this 
acute  phase  of  the  disease  in  order  that  one 
might  obviate  the  possibility  of  spreading  infec- 
tion and  avoid  removing  large  amounts  of  tissue 
which  would  not  be  sacrificed  if  surgeiy  were 
done  after  resolution  of  the  process. 

In  the  conservative  management  of  such  pa- 
tients, bed  rest  and  the  application  of  moist  heat 


will  hasten  resolution  of  the  inflammatory  pro- 
cess. Rectal  suppositories  and  ointment  which 
have  been  the  favorite  of  the  physician  for  many 
years,  obviously  are  without  merit.  The  use  of 
the  vegetable  and  animal  anti-inflammatory  en- 
zymes seem  to  offer  some  promise  and  we  have 
been  using  them  routinely  in  the  f)alliative  man- 
agement of  these  patients. 

Iodine  is  undoubtedly  still  one  of  the  most 
potent  and  useful  germicides.  The  fact  that  it  is 
one  of  the  best  skin  disinfectants  has  led  to  its 
frequent  use  as  a preparation  of  the  surgical 
fields. 

Elemental  iodine  however,  is  locally  irritating 
and  may  produce  severe  reactions.  It  is  for  this 
reason  that  there  has  been  a recent  resurgence 
to  the  organic  iodine  compounds  in  surgery  with 
the  popular  usage  of  Betadine  ( providene-io- 
dine)  and  loprep  as  skin  disinfectants. 

Several  years  ago,  we  began  to  search  for  an 
organic  iodine  compound  which  would  retain 
the  broad  spectrum  potency  of  elemental  iodine, 
would  be  moniliacidal  but  non-irritating  and 
non-sensitizing  to  the  anorectal  area. 

In  1959,  our  attention  was  attracted  to  a prod- 
uct which  contained  ortho-iodobenzoic  acid  and 
triethanolamine  in  a special  neutral  hydrophilic 
base  and,  at  this  time,  we  began  to  use  this 
product  on  our  service  at  the  University  hos- 
pital in  the  palliative  treatment  of  anorectal 
disease.  It  seemed  an  ideal  substance  for  treat- 
ment of  diseases  in  this  area.  It  is  a true  colloid 
of  low  viscosity  which  permits  its  easy  access  to 
the  deep  crypts  of  the  anorectum  where  the 
infection  is  harbored.  Upon  contact  with  the 
membranes  of  the  lower  rectum,  the  substance 
by  hygroscopic  action  is  changed  into  a thick 
tenacious  gel  drawing  into  its  substance  all  mu- 
cous transudates  which  are  present  in  the  area. 
Bacteriologic  studies  have  shown  the  preparation 
to  be  a broad  spectrum  antiseptic  and,  in  addi- 
tion, a potent  fungicide.  It  is  extremely  effective 
against  various  micro-organisms  which  so  fre- 
quently cause  rectal  infections.  It  has  been 
shown  to  be  effective  against  phenol-resistant 
strains,  of  Streptococcus  hemolyticus.  Gonococ- 
cus, Pneumonococcus,  E.  coli,  Staphylococcus 
aureus,  the  Salmonella  group  and  Candida  albi- 
cans. 

With  this  information  on  hand,  we  began  to 
treat  all  of  our  patients  with  hemorrhoidal  dis- 
ease in  whom  surgical  intcr\  ention  was  not  indi- 
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cated,  with  this  preparation.  The  patients  were 
instructed  to  instill  about  7 cc  of  the  solution 
into  the  rectum  at  bedtime  utilizing  a small 
syringe.  If  swelling  existed  in  the  anal  region, 
a small  square  of  sterile  cotton  was  saturated 
with  the  preparation  and  placed  against  the 
anal  verge.  The  applications  were  continued 
daily  until  the  process  resolved  and  the  patient 
received  relief.  If  after  ten  days  of  continuous 
treatment  the  patient  was  still  symptomatic  and 
the  hemorrhoidal  process  unresolved,  the  treat- 
ment was  discontinued  and  other  measures  in- 
stituted. 


Results 


Number  of  patients 
112 

Symptomatic  relief 
with  prompt  re- 
solution of  pathologic 
changes 
57 


Symptomatic  relief  but 
little  change  in  pathologic 
appearance 
41 

No  relief  and 
no  change  in  the 
appearance  of 
the  process 
14 


Discussion 

We  are  unprepared  to  advance  any  absolute 
irrefutable  theory  as  to  how  this  preparation  as- 
sisted in  the  palliative  treatment  of  hemorrhoidal 
disease.  However,  we  have  been  extremely  im- 
pressed by  the  rapid  improvement  of  the  symp- 
toms of  these  patients  as  compared  to  that  of 
patients  on  the  routine  we  used  previous  to  the 
time  we  became  acquainted  with  this  method  of 
treatment.  The  preparation  proved  highly  ac- 
ceptable and  in  no  instance,  in  our  series  of 
cases,  was  it  necessary  to  discontinue  the  treat- 
ment because  of  side  effects.  Three  of  our  pa- 
tients were  treated  during  pregnancy  and  all 
delivered  normal,  healthy  infants  which,  in  our 
opinion,  precluded  the  possibility  of  tetratogenic 
effect.  It  is  planned  to  continue  the  use  of  this 
preparation,  not  only  in  the  treatment  of  hem- 
orrhoidal disease,  but  in  those  patients  with 
obvious  anal  cryptitis  for  whom  we  had  little  to 
offer  in  the  past.  In  addition,  we  are  conducting 
a blind  study,  attempting  to  determine  whether 
the  vehicle  or  the  active  ingredients  is  the  vital 
factor  which  offer  improvement  for  the  patient. 
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PSYCHOSOCIAL  ASPECTS  OF 
CHRONIC.  HEMODIALYSIS 


Allen  J.  Enelow,  M.D/' 

Griffith  0.  Freed,  Ph.D/'  ^ 

With  a chronic  dialysis  program  well  established  in  Phoenix  by  an  artificial 
kidney  team  under  the  aegis  of  the  Arizona  Kidney  Foundation,  this  article 
gives  further  information  concerning  one  of  its  important  aspects;  namely, 
the  psychiatric  problems  associated  with  this  kind  of  program. 


The  ever-increasing  use  of  hemodiEilysis  in  the 
treatment  of  chronic  renal  failure  has  been 
accompcUiied  by  a number  of  psychosocial  com- 
plications for  the  physicians  and  other  medical 
stEiff  persons,  for  the  patient  Find  for  the  patient’s 
family.  Even  more  impressive  has  been  the  wide 
variation  in  the  number  of  these  complications 
that  have  been  reported  from  different  medical 
centers.®  One  of  the  most  striking  variations  in 
results  can  be  seen  in  two  reports  which  are 
published  side  by  side  in  a recent  issue  of  Annals 
of  Internal  Medicine  A ’’  One  of  these,  from  a 
large  city  hospital  treating  indigent  patients  un- 
der suboptimal  conditions,  reports  a very  high 
number  of  medical  and  psychosocial  complica- 
tions. The  other,  from  a well-staffed  and  well- 
funded  community  Artificial  Kidney  Center,  re- 
ports a high  degree  of  success  in  dealing  with 
this  aspect  as  well  as  all  other  aspects  of  hemo- 
dialysis. 

The  authors  became  interested  in  this  problem 
after  having  been  asked  to  help  with  a rather 
high  number  of  psychological  and  socicd  com- 
plications in  two  groups  of  patients  being  trcEited 
in  the  same  community.  One  group  consists  of 
private  patients  being  treated  at  a private  hos- 
pital. The  other  group  consists  of  indigent  pa- 
tients of  a large  county  hospitcTl.  Here  again,  the 
problems  were  significantly  greater  in  incidence 
in  the  county  hospital  patients.  Of  the  first  four 
patients  treated  in  this  latter  group,  two  became 
psychotic  and  all  four  are  now  dead.  Of  the 
private  patients,  one  is  dead,  one  is  depressed, 
and  two  are  getting  Edong  satisfactorily. 

Presented  at  the  14th  Annual  Meeting  of  the 
Arizona  Academy  of  General  Practice, 

Grand  Canyon,  Arizona,  May  26,  1966. 

“Professor  of  Psychiatry,  University  of 
Southern  California  School  of  Medicine. 

““Adjunct  Assistant  Professor  of  Psychiatry 
(Psychology),  University  of  Southern 
California  School  of  Medicine. 


This  paper  is  an  initial  attempt  to  identify  and 
chissify  some  of  the  psychological  and  social 
variables  that  interact  with  the  physiological 
ones  in  chronic  uremic  patients  treated  with 
hemodialysis.  Our  interest  is  in  encouraging  an 
awareness  of  them  and  further  investigation. 

I.  Selection  of  Patients 

The  county  general  hospital  setting  creates  its 
own  special  psychosocial  influences  on  the  treat- 
ment of  Einy  medical  patient.  Perhaps  the  first 
of  these  that  deserves  consideration  is  that  much 
pressure  on  both  staff  and  patients  is  created  by 
the  fact  that  there  are  many  more  patients  with 
chronic  renal  failure  who  could  be  helped  by 
hemodialysis  than  there  are  existing  equipment 
and  personnel  to  dialyze  them.  The  dilemma  of 
selecting  candidates  for  the  “machine”  produces 
discernible  pressures  on  decision-making  medical 
staff  as  well  as  on  the  patients,  who  are  well 
aware  that  choices  will  be  made  which  in  effect 
determine  whether  they  will  live  or  die.  The 
level  of  anxiety  in  these  patients  is  heightened 
and  their  behavior  dominated  by  the  search  for 
the  kind  of  behavior  that  will  influence  the 
decision-makers  in  their  favor. 

The  medical  staff,  Eiware  of  the  uncertainty 
about  outcome  and  the  importance  of  the  pa- 
tient’s cibility  to  cooperate  in  his  treatment  and" 
in  his  rehabilitation,  develop  strong  feelings 
about  the  medical  and  social  criteria  to  be  used 
in  the  selection  process. 

An  obvious  solution  might  be  to  exclude  all 
considerations  about  success  of  treatment  and 
assign  places  on  the  artificial  kidney  on  a first- 
come,  first-served  basis.  The  objection,  e(]ually 
obvious,  is  that  patients  with  a poor  prognosis 
might  stay  alive  just  long  enough  to  prevent  a 
patient  with  a relatively  good  prognosis  from 
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getting  one  of  the  limited  places  on  the  “mach- 
ine.” 

An  alternative  criterion  is  that  of  medical  prog- 
nosis. Our  ever-growing  ability  to  identify  the 
particular  physiological  and  pathological  con- 
siderations that  play  a role  in  outcome  makes  it 
possible  for  us  to  predict  who  will  be  likely  to 
benefit  from  hemodialysis. 

There  are  hemodialysis  programs  which  now 
base  their  decision  to  administer  the  treatment  to 
a particular  patient  fairly  heavily  on  a judgment 
of  the  patient’s  value  to  society.  Obviously  this 
offers  a most  difficult  solution  if  it  is  recognized 
that  our  society  provides  no  absolute  set  of 
values  as  to  who  deserves  to  be  rescued  from 
death.  Should  such  criteria  emphasize  age,  occu- 
pation, intelligence,  confonnity,  creativity,  wis- 
dom, energy,  ambition,  sex,  responsibility,  or 
what?  In  addition,  who  would  be  the  selectors: 
physicians,  and/or  a group  of  lay  peers? 

There  are  of  course  the  set  of  psychosocial 
criteria  which  are  essentially  related  to  medical 
prognosis.  Because  their  influence  on  physio- 
logical functioning  is  so  poorly  understood,  these 
are  best  considered  separately.  Before  the  psy- 
chological and  sociological  variables  can  be  used 
as  reliable  prognostic  indicators,  it  will  be  nec- 
essary to  establish  their  predictive  value.  It  is 
far  from  clear  how  much  the  personality  charac- 
teristics and  life  conditions  of  the  patient  affect 
his  ability  and  willingness  to  cope  with  his  illness 
and  the  special  demands  made  upon  him  by  his 
treatment.  Some  of  these  problems  are  discussed 
in  greater  detail  below. 

Which  one,  or  combination,  of  these  criteria 
are  to  be  used  in  selecting  patients  for  hemo- 
dialysis, in  this  period  of  limited  facilities,  re- 
mains largely  an  ethical  and  social  issue  separate 
from  the  medical  facts  themselves. 

II.  Medical  Consequences  of  the 
Patients'  Behavior 

There  appear  to  be  two  major  problem  areas 
in  the  study  of  the  relationship  between  patients’ 
behavior  and  their  medical  prognosis.  One  refers 
to  the  particular  behavioral  characteristics  that 
will  influence  how  conscientiously  a patient  will 
observe  the  essential  sodium,  water,  and  protein 
restrictions,  as  well  as  other  self-treatment  meas- 
ures and  procedures;  and  the  characteristics  that 
will  influence  the  extent  to  which  he  will  disturb 
the  medical  personnel,  interfere  with  the  tech- 
niques of  treatment,  etc. 


Another  problem  area  involves  the  obscure 
connection  between  behavior  and  physiology. 
The  extent  to  which  mood  states  or  patterns  of 
feeling  affect  body  events  is  far  from  obvious. 

Of  the  hemodialysis  patients  observed  by  the 
authors,  a number  presented  a variety  of  so- 
called  “management”  problems.  Some,  appar- 
ently because  of  personality  disorders  existing 
well  before  beginning  dialysis  and  probably  of 
a lifelong  nature,  created  obstacles  in  the  very 
process  of  treatment.  One  patient,  scheduled  to 
be  dialyzed  but  who  died  before  this  was  initiat- 
ed, was  “obstreperous”  in  the  words  of  his  physi- 
cian, failed  appointments,  loudly  complained 
about  hospital  conditions,  and  was  relatively 
uncooperative.  Psychological  testing  indicated  an 
active  paranoid  schizophrenia,  a condition  that 
must  have  antedated  medical  treatment  leading 
to  dialysis.  Other  patients  enacted  similar  diffi- 
culties, such  as  failing  to  take  proper  care  of 
their  Scribner  shunts,  etc. 

It  is  of  course  difficult  to  assess  to  what  degree 
the  patient’s  particular  style  of  cooperativeness 
is  influenced  by  his  physiopathology.  For  ex- 
ample, psychotic  behaviors  among  patients  on 
hemodialysis  are  reported  in  the  medical  litera- 
ture, and  were  observed  among  several  of  the 
patients  interviewed  by  the  authors.  Verbal  in- 
coherence, hallucinations,  and  delusions  often 
accompanied  behavior  by  the  patient  requiring 
strenuous  efforts  at  restraint  by  the  medical  staff. 
It  is  not  clear  to  what  extent  organic  changes 
as  a result  of  azotemia  produce  such  behaviors, 
and  whether  or  not  personality  deterioration  is 
due  to  the  continual  stress  to  which  the  patients 
are  exposed.  By  no  means  do  all  patients  show 
these  dramatic  behaviors. 

The  differential  diagnosis  of  these  patients  is 
much  more  difficult  than  in  most  patients.  For 
example,  clinical  neurological  signs  are  far  from 
clear  cut.  Psychological  testing,  dependent  on 
good  vision  and  sufficient  physical  strengtli,  is 
often  extremely  difficult.  The  problems  of  ob- 
taining an  EEG  recording  during  dialysis  are 
evident.  Telemetry,  though,  may  make  it  pos- 
sible to  study  the  patient’s  brain  functioning  dur- 
ing dialysis. 

Since  the  physical  condition  of  the  patient 
reduces  the  effectiveness  of  interviewing  and 
psychological  testing,  it  also  interferes  with  our 
understanding  of  the  total  personality  of  the 
patient.  Still  another  problem  is  that  of  disting- 
uishing a patient’s  pretreatment  personality  from 
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the  way  he  behaves  after  being  subjected  to 
dialysis  over  a period  of  time. 

In  spite  of  such  obstacles,  the  authors  feel 
they  have  made  some  interesting  observations 
on  the  personalities  of  individuals  undergoing 
periodic  extracorporeal  hemodialysis. 

One  study  has  already  noted  the  high  inci- 
dence of  depression  and  hysterical  symptoms 
among  a small  group  of  such  patients.”  We,  too, 
have  observed  this,  and  from  our  preliminary 
data,  have  further  come  to  feel  that  certain 
kinds  of  personality  characteristics  may  serve  to 
distinguish  the  more  from  the  less  “successful” 
patient.  For  example,  depression  appears  to  cor- 
relate negatively  and  hysterical  symptoms  posi- 
tively, with  a successful  course  of  treatment.  In 
our  observations  of  the  differing  degrees  of 
improvement,  our  attention  has  been  drawn  more 
and  more  to  two  critical  areas  of  behavior:  the 
nature  and  e.xtent  of  the  individual’s  depressive 
feelings,  and  the  manner  and  quality  of  his 
personal  relationships.  These  observations  show 
complexities  and  interconnections  with  other 
areas  of  behavior,  but,  at  the  moment,  they 
seem  to  be  excellent  points  for  organizing  our 
data. 

According  to  our  experience,  patients  in  dialy- 
sis show  different  degrees  of  depression.  Some 
act  morose  and  quite  lethargic,  others  seem  de- 
feated at  times  but  occasionally  can  brighten  up 
after  even  a mild  encouragement.  An  illustration 
of  the  latter  type  is  a 38-year-old,  formerly  suc- 
cessful business  man,  who  was  referred  to  the 
senior  author  for  psychotherapy  because  his  de- 
pression was  hindering  the  effectiveness  of  the 
treatment.  He  was  making  no  effort  to  become 
active  and  to  control  his  fluid  and  salt  intake. 
An  ensuing  good  relationship  with  the  psychia- 
trist has  been  accompanied  by  rising  morale, 
improved  response  to  dialysis,  increasing  activity, 
better  control  of  his  diet,  and  even  a return  to 
sexual  potency. 

Another  patient,  who  has  since  died,  showed  a 
somewhat  different  pattern  of  depression.  This 
was  an  18-year-old  boy  who  looked  considerably 
less  energetic  than  the  patient  just  described. 
His  social  facade  of  optimism  and  good  spirits 
was  very  thin  and  he  showed  a strong  readiness 
to  sink  into  a very  gloomy  mood. 

Still  another  patient,  a 36-year-old  male  news- 
paper clerk,  while  showing  considerable  depres- 
sion, seems  to  be  almost  completely  absorbed 
in  his  bodily  preoccupations  and  in  his  very 


intense  clinging  relationship  with  his  wife.  This 
patient  now  hallucinates  frequently. 

In  contrast,  several  apparently  more  success- 
ful patients  show  appreciably  less  depression 
and  more  vitality.  One  such  individual,  a grad- 
uate student  in  engineering,  is  characterized  by 
his  ambitiousness  and  goal-mindedness.  A wom- 
an patient,  a survivor  of  the  Nazi  concentration 
camps,  seems  to  be  again  showing  the  kind  of 
vitality  that  presumably  served  her  in  the  trau- 
matic past,  and  is  considered  to  be  getting  along 
quite  well.  Likewise,  a 28-year-old  school  teach- 
er (whose  case  we  shall  describe  in  some  detail 
below)  gives  little  surface  evidence  of  depres- 
sion and  clearly  reveals  a psychological  energy 
and  drive  equal  to  many  physically  well  “nor- 
mals.” His  medical  progress  with  dialysis  has 
also  been  gratifying. 

Mood  state  alone,  however,  does  not  seem  to 
provide  a sufficient  explanation  of  the  nature 
of  behavioral  influences  on  the  patient’s  clinical 
course.  It  has  been,  in  fact,  of  increasing  interest 
to  us  that  the  nature  and  quality  of  interpersonal 
relationships  seems  as  important  as  the  patient’s 
mood  states.  Along  with  data  on  depression  and 
energy,  are  corresponding  observations  that  pa- 
tients who  have  strong  attachments  to  others, 
who  are  equally  strongly  attached,  seem  less 
likely  to  be  subject  to  disabling  states  of  sadness. 
In  married  patients,  such  an  attachment  to  the 
spouse  appears  to  be  the  most  important  element 
in  the  success  or  failure  of  the  treatment.  The 
28-year-old  teacher,  referred  to  above,  was  re- 
cently married  after  beginning  dialysis,  much 
to  the  surprise  of  his  physicians.  The  38-year-old 
businessman  has  managed  an  apparently  good 
relationship  with  his  psychotherapist  in  addition 
to  a very  close  relationship  with  his  wife.  She 
married  him  just  prior  to  the  instigation  of 
treatment  and  at  a time  when  the  prognosis 
appeared  to  be  hopeless.  She  mothers  him  and 
nurses  him.  The  36-year-old  newspaper  clerk 
has  a similar  relationship  to  a loving  and  pro- 
tective wife  who  devotes  full  time  to  caring  for 
him.  Such  illustrations  suggest  that  mothering 
and  nurturant  wives  are  important  psychothera- 
peutic aids  to  dialysis  patients.  However,  study 
of  the  more  successful  patient  indicates  that  not 
all  patients  need  this  to  the  same  extent,  again 
depending  on  the  personality  of  the  patient.  The 
more  assertive,  energetic  patients  appear  to  have 
less  need  for  such  support. 

It  is  striking  how  the  seemingly  more  respon- 
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sive  patients  show  their  energy  in  particular 
kinds  of  social  behavior.  Not  only  do  they  seem 
to  be  able  to  elicit  affection,  but  reveal  an  active, 
relatively  assertive  approach  toward  others.  As 
we  shall  note  presently  in  greater  detail,  the 
28-yeai'-old  teacher  reveals  a type  of  “cool”  gall 
and  manipulativeness  in  his  interpersonal  en- 
counters. Similarly,  the  businessman  still  reflects 
a type  of  angry  energy,  which  characterized  his 
pre-illness  history  of  enterprising  business,  and 
even  of  behavior  which  at  times  bordered  on 
the  criminal.  It  is  as  if  such  individuals  have  a 
tendency,  or  ability,  to  partially  ignore  certain 
social  conventions  and  inhibitions. 

Before  reflecting  on  the  possible  implications 
of  these  observations,  it  might  be  helpful  to 
consider  in  detail  some  of  our  observations  on 
the  28-year-old  school  teacher; 

Mr.  D.  is  a Negro  who  teaches  culturally  de- 
prived adults  basic  mathematics  in  order  to 
make  them  more  employable.  According  to  his 
account,  he  has  suffered  from  chronic  glomerul- 
onephritis since  he  was  twenty.  However,  it 
was  only  two  or  three  years  ago,  when  he  began 
to  develop  hypertension  and  renal  insufficiency, 
that  the  disease  began  to  disrupt  his  normal 
activities. 

The  patient,  educated  just  short  of  a college 
degree,  is  well  spoken  and  cooperative.  He  acts 
philosophical,  at  times  even  cool,  about  his  dis- 
ease. One  of  the  authors,  however,  felt  that  the 
patient’s  immense  reserve  concealed  much  of 
the  patient’s  inner  life. 

Recently  Mr.  D.  became  engaged  and  finally 
married  a Caucasian  woman,  who,  by  an  unusual 
coincidence,  has  been  previously  treated  in  psy- 
chotherapy by  one  of  the  authors.  She  is  a some- 
what disturbed  woman  who,  nevertheless,  ap- 
pears determined  to  assist  her  ill  husband.  Both 
Mr.  and  Mrs.  D.  have  conveyed  in  their  collec- 
tive efforts  a kind  of  opportunism  and  social 
manipulativeness  apparent  in  their  very  first 
attempts  to  gain  a “berth”  for  Mr.  D.  on  the 
artificial  kidney.  Mr.  D.  himself  struck  the  inter- 
viewer as  someone  whose  cool  social  mask  im- 
plied a kind  of  psychopathic  “con  man”  tend- 
ency. 

In  an  attempt  to  understand  the  nature  of 
this  patient’s  personality,  he  was  asked  to  com- 
plete the  Minnesota  Multiphasic  Personality  In- 
ventory. This  is  a questionnaire  which  obtains 
over  five  hundred  self-descriptions  from  the  pa- 
tient and  presents  a rather  careful  survey  and 


analysis  of  the  patient’s  personality. 

Mr.  D.’s  self-descriptions  suggest  that  he  pos- 
sesses a lot  of  sociability  and  psychological  en- 
ergy, which  is  expressed  in  an  ability  to  work 
effectively  and  assertively  with  others,  and  is 
relatively  free  from  depression.  His  evident  in- 
telligence is  tempered  by  a kind  of  effeminate 
sensitivity  so  that  he  emphasizes  perceptiveness 
and  interpersonal  understanding,  rather  than 
brash  aggressiveness,  in  his  dealings  with  others. 
In  some  respects  he  appears  inordinately  driven 
to  succeed,  but  in  other  ways  he  does  show  the 
same  kind  of  slight  dishonesty  and  guilefulness 
observed  by  the  interviewer.  For  example,  he 
indicated  a tendency  to  sympathize  with  some 
mild  forms  of  criminality  and  antisocial  activity. 

Although  it  might  be  tempting  and  probably 
accurate  to  assume  Mr.  D.  behaves  in  the  way 
he  does  in  order  to  deny  even  to  himself  latent 
depression,  such  an  assumption  does  not  do 
justice  to  the  unavoidable  fact  of  the  patient’s 
energetic  effectiveness. 

The  preceding  brief  description  of  one  hemo- 
dialysis patient’s  personality  affords  a sample  of 
the  kind  of  information  that  is  obtainable.  In 
addition,  although  it  is  not  presented  as  con- 
clusive, it  shows  the  way  patients’  emotional 
states  and  interpersonal  styles  of  behavior  can 
be  studied.  As  we  shall  suggest  later,  this  kind 
of  data  could  be  extremely  helpful  in  under- 
standing the  relationship  between  behavior  and 
outcome  of  treatment  with  hemodialysis. 

Another  important  matter  in  studying  the  rela- 
ships  between  mind  and  body  in  these  patients 
is  one  which  applies  to  any  patient  with  an 
almost  inevitably  terminal  illness.  This  is  the 
probable  effect  on  his  psychology  of  knowing 
he  has  such  a disease,  and  undoubtedly  on  his 
total  physiological  effectiveness.  For  example, 
the  newspaper  clerk,  referred  to  above,  was 
quite  willing  to  talk  about  the  prospects  of  his 
death  with  a rather  open  show  of  feeling.  This 
patient’s  behavior  is  in  marked  contrast  to  the 
manner  of  the  cool,  highly  reserved  Negro  school 
teacher  who,  in  a sense,  behaves  as  if  he  is 
unwilling  to  accept  the  role  of  a man  with  a 
short  time  to  live. 

III.  Social  Influences  on  the 
Patients'  Behavior 

The  two  most  significant  social  influences  on 
the  hemodialysis  patient  are  those  of  his  family 
and  those  of  the  medical  personnel  involved  in 
his  treatment.  It  might  be  added  that  an  im- 
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portant  external  influence  is  the  atmosphere, 
both  social  and  physical,  in  which  dialysis  takes 
place. 

Family  organization,  its  changes  in  the  situa- 
tion of  chronic  illness  of  one  of  the  family  mem- 
bers, and  the  consequences  of  such  changes  on 
the  patient’s  behavior  is  an  area  which  has  been 
insufficiently  studied.  Some  of  the  studies  which 
have  been  done*' * indicate  the  usefulness  of 
classifying  the  role  behavior  of  family  members 
into  expressive  behavior,  instrumental  behavior, 
and  authority  behavior.* 

Expressive  behavior  usually  is  the  chief  part 
of  the  role  of  the  wife  and  mother.  This  is  the 
role  of  supplying  emotional  support,  affection, 
and  love.  Though  in  a healthy  family  all  mem- 
bers show  expressive  behavior,  the  model  and 
most  important  person  is  the  wife  and  mother. 
Instrumental  behavior  is  usually  characteristic 
of  most  of  the  older  family  members.  The  hus- 
band works  at  his  job,  the  wife  at  household  du- 
ties, and  the  older  children  at  part-time  jobs 
or  household  chores.  Authority  behavior  refers 
to  initiating  action  and  decisions.  This  is  usually 
the  role  of  the  husband,  though  not  in  all  fam- 
ilies. When  a family  member  becomes  sick,  these 
roles  shift.  Often  the  wife  must  assume  all  instru- 
mental and  authority  roles.  It  appears  that  when 
this  does,  in  fact,  occur,  the  prognosis  for  the 
patient  is  best.  The  best  spouse  for  a hemodialy- 
sis patient  is  a mothering,  nurturant  one.  This 
underlines  the  importance  of  studying  the  fam- 
ily of  the  patient  prior  to  instituting  treatment 
and  the  great  importance  of  offering  emotional 
support  to  the  members  of  the  patient’s  family. 
For  example,  even  a well  intentioned  effort  to 
discourage  the  28-year-old  school  teacher’s  pros- 
pective marriage  could  have  introduced  compli- 
cations into  his  future  relationship  with  a woman 
known  to  be  unstable  but  who  is  quite  effective 
when  unhindered  in  her  particular  expressions 
of  devotion. 

The  second  group  of  social  influences  on  the 
patient  are  those  from  the  medical  staff.  Physi- 
cians, nurses,  technicians,  physiotherapists,  and 
psychotherapists  are  all  potential  contributors  to 
the  patient’s  well-being. 

These  contributions  obviously  do  not  merely 
include  considerateness  and  the  avoidanee  of 
cruelty  toward  the  patient.  For  example,  the 
psychotherapist  of  the  38-year-old  businessman 
recognized  that  a humane  gentleness,  rather  than 
a pushing  therapeutic  zeal,  was  the  preferred 


means  by  which  psychological  contact  could  be 
established  with  this  patient.  Similarly,  a de- 
tached unresponsive  physician  may  feel  nothing 
but  the  best  of  will  toward  a patient.  The  patient, 
however,  in  his  private  misery  may  perceive  such 
behavior  as  rejecting.  In  the  county  hospital  set- 
ting, where  the  treatment  procedure  is  discussed 
and  decisions  reached  aloud  with  the  staff  be- 
having as  though  the  patient  could  not  hear  and 
react,  psychotic  withdrawal  may  be  the  only 
means  by  which  the  patient  can  deal  with  his 
anxiety. 

One  should  not  ignore  the  effect  of  the  phy- 
sical surroundings  on  the  patient.  The  news- 
paper clerk  reported  that  he  was  more  likely  to 
have  hallucinations  when  attached  to  the  arti- 
ficial kidney.  The  evidence  of  the  effects  of 
social  isolation  may  help  explain  at  least  part 
of  the  influence  of  hours  of  enforced  inactivity 
and  quiet  on  the  patient’s  behavior.  Likewise, 
it  seems  pertinent  to  consider  the  effects  of  the 
pleasantness  or  unpleasantness  of  the  hospital 
atmosphere  on  the  patient’s  mood.  There  is  sug- 
gestive evidence  that  the  relatively  cruder  physi- 
cal conditions  of  a county  hospital,  in  comparison 
with  the  better  subsidized  private  establishments, 
are  correlated  with  greater  degrees  of  failure 
with  dialysis. 

Recommendations 

Our  recommendations  will  be  taken  up  in  the 
order  in  which  the  three  areas  of  patient  selec- 
tion, patient  psychology,  and  social  influences 
on  the  patient  were  discussed  in  the  body  of 
this  paper. 

The  speculative  state  of  our  knowledge  about 
the  relationships  between  mind  and  body  is 
specifically  relevant  to  the  issue  of  patient  selec- 
tion for  hemodialysis.  Since  we  are  not  yet  able 
to  identify  the  psychological  factors  that  have 
an  effect  for  good  or  ill  on  the  patient’s  physical 
illness  and  his  response  to  it;  and  since  we  know 
even  less  about  the  effect  of  chronic  illness  on 
the  patient’s  psychology,  it  is  too  easy  to  be 
deceived  into  using  spurious  psychosocial  val- 
ues in  choosing  patients.  Our  findings  indicate 
that  what  is  valued  morally  and  socially  in  some 
cultures  may  not  be  correlated  — indeed  may  be 
inversely  related  to  the  patient’s  ability  to  sur- 
vive. Rebelliousness  and  angry  drive  reflected 
in  some  anti-social  traits  may  be  associated  with 
physiological  resistance  to  stress.  We  therefore 
advise  caution  in  combining  our  value  precon- 
eeptions  with  strictly  medical  criteria  in  deciding 
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whose  life  we  shalh;'attempt  to  save  by  the 
artificiah  kidney. 

We  believe  that  there  is  a great  need  for  more 
carefully  controlled  studies  of  personality  struc- 
ture in  patients  before  and  during  hemodialysis 
and  a comparison  with  personality  structure  in 
relation  to  response  to  other  chronic  diseases. 
Careful  studies  of  the  relationship  between  psy- 
chological status  and  variations  in  fluid  and 
electrolyte  balance  are  needed.  We  are  unable 
to  find  any  studies  on  the  effect  of  azotemia  on 
personality.  These  certainly  are  needed. 

Social  influences  on  the  course  of  disease  have 
been  studied.  Several  years  ago,  for  example, 
some  researchers  fmmd  strong  evidence  that  in 
intractable  duodenal  ulcer  patients  the  more 
socially  isolated  they  were,  the  fewer  close  ties 
they  had  with  relatives  and  social  organizations, 
and  the  poorer  their  family  relationships,  the 
poorer  their  prognosis  in  surgery.'”  This  same 
group  of  researchers  report  comparable  findings 
for  a number  of  other  disease  groups.  Likewise, 
the  on-going  vmrk  of  Schmale  and  his  colleagues 
lends  more  and  more  weight  to  the  notion  that 
interpersonal  and  social  ties  are  crucial  to  the 
outcome,  and  perhaps  even  onset,  of  physical 
illness.''  ® 

It  is  our  belief  that  any  influences  which  make 
close  and  satisfying  personal  attachments  more 
available  for  the  patient  are  likely  to  improve 
his  mood  as  well  as  his  total  response  to  treat- 
ment. These  influences  can  involve  measures 
ranging  from  avoiding  the  use  of  surly  nurses,  to 
relaxed  conversations  with  the  patient  and  his 
family,  and  to  some  psychotherapeutic  measures 
by  the  physician.  Because  of  the  many  other 
problems  and  distractions  in  treating  the  seri- 


ously ill  patient,  these  common  sense  recommen- 
dations could  easily  be  ignored  although  they 
may  be  one  of  the  major  prerequisites  to  helpful 
treatment.  Still  another  important  area,  to  which 
attention  should  be  paid,  is  the  atmosphere  of 
the  treatment  unit.  Pleasant  surroundings  in  an 
atmosphere  which  is  soothing  and  promotes 
confidence  in  the  medical  staff  appear  to  be 
still  other  prerequisites  to  successful  treatment. 

The  problems  raised  in  this  paper  have  far 
wider  significance  than  just  the  problem  of  the 
treatment  of  chronic  renal  failures.  As  more  and 
more  new  treatments  are  developed  involving 
artificial  organs,  organ  transplants,  and  perhaps 
approaches  to  treatment  of  formerly  fatal  iUness 
that  are  as  yet  undreamed  of,  a whole  new  pop- 
ulation of  people  living  “on  borrowed  time”  will 
emerge.  The  physician  in  years  to  come  will  have 
an  increasing  responsibility  for  the  psychosocial 
problems  of  these  patients  and  their  families. 
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This  is  a report  of  a brief  trial  of  a new  monoamine  oxidase  inhibitor 
combined  with  a chlorothiazide  drug  given  to  hypertensive  patients.  It  is 
recommended  reading  for  all  physicians  who  treat  hypertension. 


A NUMBER  of  studies  have  appeared  concern- 
ing the  anti-hypertensive  effects  of  pargyline 
hydrochloride,  a potent  non-hydrazine  mono- 
amine oxidase  inhibitor.^'  * Similarly  the  anti- 
hypertensive efect  of  methyclothiazide,  a potent 
thiazide  diuretic,  has  been  reported  by  a number 
of  investigators.®'  ^ The  individual  characteris- 
tics of  these  two  drugs  have  suggested  that  com- 
bination therapy  might  produce  a greater  anti- 
hypertensive effect  of  methyclothiazide,  a potent 
drug  used  alone.  In  addition,  there  is  some  evi- 
dence to  suggest  that  the  combination  produces 
a greater  response  in  the  recumbent  position 
than  pargyline  hydrochloride  alone  and  that  the 
severity  of  side  effects  is  reduced. 

Pollack®  selected  36  patients  from  office  and 
clinic  practice  to  study  the  effects  of  such  com- 
bined therapy.  Placebos  for  each  drug  were  used 
for  control.  It  was  possible  to  reduce  the  pargy- 
line dosage  by  about  50%  when  methyclothiazide 
was  added  to  an  established  pargyline  regimen. 
The  combination  produced  a greater  antihyper- 
tensive effect  than  either  drug  used  alone  and 
there  were  no  side  effects. 

Other  reports  concerning  the  effects  of  com- 
bined pargyline-methyclothiazide  therapy  have 
been  published  by  Bryant,®  Patel,  ” Noser,“  and 
Hutchinson.^® 

MATERIALS  AND  METHODS 
Twenty  private  and  six  clinic  patients  with 
hypertension  were  selected  for  study.  There  were 
15  women  and  11  men  with  an  average  age  of 
53  years  (range,  36  to  75  years).  Twenty  one  of 
these  patients  had  long  histories  of  hypertension; 
duration  ranged  from  one  month  to  20  years. 
Five  were  recently  discovered  and  untreated  pa- 

Phoenix,  Arizona 

"The  pargyline  hydrochloride-methyclothiazide  combination  was 
supplied  under  the  trade  name  Eutron  through  the  courtesy  of 
G.  H.  Berryman,  M.D.,  Abbott  Laboratories,  North,  Chicago,  111. 


tients.  Etiologic  classification  of  the  patients  is 
shown  in  the  following  table: 

ETIOLOGY  OF  HYPERTENSION 


Classification  No.  of  Patients 

Essential 19 

Kimmelstein  Wilson  Disease  1 

Chronic  pyelonephritis  2 

Chronic  glomerulonephritis  1 

Polycystic  kidneys 1 

Toxemia  of  pregnancy 2 


To  estabhsh  baseline  blood  pressure  values, 
measurements  were  made  several  times  during 
the  week  prior  to  combined  pargyline  methy- 
clothiazide therapy.  Blood  pressure  was  deter- 
mined twice  in  each  of  the  three  body  positions 
using  both  arms  to  rule  out  any  pressure  differ- 
ential. Eventually,  all  pressures  were  taken  from 
the  left  arm.  Pre  and  post  treatment  laboratory 
determinations  were  completed  in  11  patients. 
These  included  complete  blood  counts,  urinalys- 
es, blood  urea  nitrogen,  creatinine,  serum  elec- 
trolytes, and  other  indicated  tests. 

Therapy  was  initiated  in  all  cases  with  a single 
tablet  (containing  25  mg.  of  pargyline  hydro- 
chloride and  5 mg.  of  methyclothiazide)  daily. 
This  dose  was  adjusted  in  accordance  with  the 
response  of  the  patient  so  that  at  the  conclusion 
of  the  study  the  dosage  ranged  from  one-half  of 
one  tablet  to  one  and  one-half  tablets  daily. 
Therapy  was  continued  for  periods  of  2 to  94 
weeks,  with  an  average  of  40  weeks. 

Results 

Four  patients  discontinued  therapy  before  an 
adequate  therapeutic  trial  period  of  at  least  two 
weeks  was  completed.  Three  of  these  patients 
had  minor  side  effects,  and  the  fourth  moved 
away. 

The  response  to  therapy  of  the  twenty-two 
patients  completing  the  study  is  shown  in  the 
following  table: 
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From  this  table  it  can  be  seen  that  tlie  average 
pre-treatment  blood  pressure  was  187/116  mm. 
Hg.  The  blood  pressure  reduction  in  the  stand- 
ing position  averaged  48/19  mm.  Hg.  In  the 
sitting  position  the  reduction  averaged  43/20 
mm.  Hg.,  and  in  the  recumbent  position  the 
average  reduction  was  32/15  mm.  Hg.  Expressed 
in  terms  of  the  mean  blood  pressure  (diastolic 
pressure  plus  one-third  of  the  pulse  pressure), 
reductions  in  the  standing,  sitting,  and  recum- 
bent positions  averaged  29,  29,  and  22  mm.  Hg. 
A reduction  of  20  mm.  Hg.  or  more  in  mean 
blood  pressure  is  considered  to  represent  a clin- 
ically significant  response. 

Normotension  (defined  as  150/100  mm.  Hg. 
or  less ) was  achieved  by  16  patients  in  the 
standing  position  (73%),  17  patients  in  the  sitting 
position  (77%),  and  12  patients  in  the  recumbent 
position  (54%). 

Side  effects  occurred  in  19  of  the  22  patients 
who  completed  the  course  of  therapy.  In  most 
instances  side  effects  could  be  controlled  by 
dosage  adjustment.  In  four  patients  (Nos.  5,  6, 
7,  14),  however,  it  was  necessary  to  discontinue 
therapy. 

No  significant  changes  in  laboratory  tests  re- 
sults were  observed  as  a consequence  of  com- 
bined pargyline  methyclothiazide  therapy.  In 
most  cases,  post-treatment  tests  were  performed 
six,  twelve  and  eighteen  months  after  the  start 
of  therapy. 


iazide.  In  patient  No.  14,  however,  this  latter 
combination  was  discontinued  due  to  constipa- 
tion and  the  former  re-instituted  with  again  a 
less  effective  pressure  response  . 

In  patient  No.  15,  the  mean  sitting  pressure 
was  113  mm.  Hg.  on  Guanethidine-Hydrochlor- 
thiazide  and  114  mm.  Hg.  on  Pargyline-Methy- 
clothiazide.  In  this  patient,  as  well  as  patient 
No.  1,  psychiatric  problems  with  depression 
complicated  their  course  and  often  sharp  pres- 
sure rises  were  seen  without  alteration  in  dosage 
of  Guanethidine-Hydrochlorthiazide.  These  sharp 
pressure  rises  and  depressed  episodes  have  not 
been  observed  in  the  88-week  course  of  Pargy- 
line-Methychlothiazide  therapy.  This  observa- 
tion may  be  due  to  the  anti-depressant  effect  of 
the  monoamine  oxidase  inhibitor,  Pargyline.*® 

Comment 

During  the  initial  phases  of  therapy  with  the 
combination  it  was  found  that  many  patients  had 
a better  response  to  one-half  tablet  taken  twice 
daily  than  to  a single  tablet  daily.  In  these 
instances  one-half  tablet  daily  usually  produced 
an  inadequate  reduction  of  blood  pressure,  and 
a single  tablet  daily  produced  significant  side 
effects. 

Patient  No.  9 consumed  large  amounts  of 
alcohol  daily,  and  although  he  experienced  no 
adverse  effects,  was  taken  off  the  drug.  Patient 
No  .3  continued  with  two  Martinis  daily  for  one 


Patient 

Final  Dose 

Duration 

Post  Treatment  B.P. 
with  Guanethidine- 
Plydrochlorothiazide 
Standing  - Sitting  - Recumbent 

Post  Treatment  B.P. 
with  Pargyline- 
Methyclothiazide 
Standing  - Sitting  - Recumbent 

1 

Guan.  25  mg. 
Hydro.  50  mg. 

7 mos. 

144/100 

180/120 

190/114 

1.34/94  132/96 

160/100 

3 

Guan.  20  mg. 
Hydro.  50  mg. 

12  mos. 

1.50/100 

170/110 

180/110 

132/86  156/90 

146/88 

14 

Guan.  25  mg. 
Hydro.  50  mg. 

13  mos. 

170/100 

166/92 

180/100 

1.54/94  144/92 

170/100 

15 

Guan.  25  mg. 
Hydro.  50  mg. 

9 mos. 

154/94 

152/94 

170/106 

140/90  154/94 

168/98 

Four  patients  (Numbers  1,  3,  14,  and  15)  had 
been  under  care  with  combinations  of  Guan- 
ethidine  and  Hydrochlorthiazide  for  periods  of 
seven  to  thirteen  months  before  the  institution 
of  the  present  study.  In  patients  1,  3,  and  14,  the 
mean  sitting  pressures  were  140  mm.  Hg.,  130 
mm.  Hg.,  and  110  mm.  Hg.  respectively  with 
Guanethidine  and  Hydrochlorthiazide.  The  mean 
sitting  pressures  on  the  same  patients  were  110 
mm.  Hg.,  112  mm.  Hg.,  and  106  mm.  Hg.  with 
the  combination  of  Pargyline  and  Methycloth- 


and  one-half  years  without  adverse  effect,  even 
though  alcohol  use  was  initially  forbidden.  Mon- 
oamine o.xidase  inhibitors,  such  as  pargyline 
hydrochloride,  are  known  to  potentiate  the  ef- 
fects of  alcohol.  In  one  other  patient  (No.  22) 
therapy  was  discontinued  because  of  an  inade- 
quate blood  pressure  response. 

Summary 

A combination  of  pargyline  hydrochloride  and 
methyclothiazide  was  administered  to  22  hyper- 
tensive patients  for  periods  of  two  to  nineW-four 
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weeks.  The  usual  initial  dose  consisted  of  one 
tablet  daily;  the  final  dosage  ranged  from  one- 
half  to  one  and  one-half  tablets  daily.  The  aver- 
age blood  pressure,  prior  to  treatment,  187/116 
mm.  Hg.,  was  reduced  to  139/97  mm.  Hg.  in 
the  standing  position,  and  to  155/100  mm.  Hg. 
in  the  recumbent  position.  On  the  basis  of  a 
blood  pressure  reduction  to  150/100  mm.  Hg.  or 
less,  17  patients  (77%)  showed  an  adequate 
therapeutic  response  in  the  sitting  position.  Al- 
though. side  effects  occurred  in  19  of  the  22 
patients  who  completed  the  course  of  therapy, 
side  effects  made  it  necessary  to  discontinue  the 
drug  in  only  four  patients. 
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Arizona  Medicine 


IT'S  AS  PLAIN 
AS  THE 
NOSE  ON  HIS 
1^.  FACE.  - 


UP  TO  10-12  HOURS’  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp^  Extentabs^ 

(Dimetane®  [brompheniramine  maleate],  12  mg.;  phenylephrine  HCI,  15  mg.;  phenylpropanolamine  HCI,  15  mg.) 


n sinusitis,  colds,  or  U.R.I., 

^imetapp  lets  congested  patients 
ireathe  easy  again.  Each  Extentab 
wrings  welcome  relief  all  day  or  all  night, 
Jsually  without  drowsiness  or  over- 
stimulation.  Its  key  to  success?  The 
^imetapp  formula  — Dimetane  (brom- 
pheniramine maleate),  a potent  anti- 
'istamine  reported  in  one  study  to  have 
elicited  side  effects  as  few  as  the  placebo,  * 
earned  with  decongestants  phenyl- 
ephrine and  phenylpropanolamine  — 
n a dependable  10-  to  12-hour  form. 

chiller,  I.  W.,  and  Lowell,  F.  C.:  New  England 

•Med.  261:478,  1959. 


Contraindications:  Patients  hypersen- 
sitive to  antihistamines.  Not  recom- 
mended for  use  during  pregnancy. 

Precautions:  Until  the  patient’s 
response  has  been  determined,  he 
should  be  cautioned  against  engaging 
in  operations  requiring  alertness. 
Administer  with  care  to  patients  with 
cardiac  or  peripheral  vascular" 
diseases  or  hypertension. 

Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia have  been  reported  on 


rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of  the 
mouth,  mydriasis,  increased  irritability, 
or  excitement  may  be  encountered. 

Dosage:  1 Extentab  morning 
and  evening,  or  as  needed. 

Supplied:  Bottles  of  100  and  500, 

Also  available:  Dimetapp®  Elixir  for 
conventional  t.i.d.  or  q.i.d.  dosage. 

See  package  insert  for  further  details. 

A.  H.  ROBINS  CO.,  INC. 

.RICHMOND,  VIRGINIA  23220 

AH'I^OBINS 


New 

low-cost  tetracycline/ antifungal  therapy 

for  broad-spectrum  activity 
plus  specific  antifungal  prophylaxis 
at  significant  patient  savings 


Whenever  tetracycline  is  indicated  in  these  candidates  for  Candida 


1.  diabetic  patients 


2.  nonpregnant  women  with  a history  of  recent 
or  recurrent  monilial  vaginitis 


3.  elderly  or  debilitated  patients 


4.  patients  with  a past  history  of  moniliasis 


5.  patients  on  long-term  tetracycline  or  cortico- 
steroid therapy 


PRESCRIBING  INFORMATION.  For  complete  inform 
tion  consult  Official  Package  Circular.  Indications:  I 
fections  of  respiratory,  gastrointestinal  and  genltourina 
tracts  and  skin  and  soft  tissues  due  to  tetracycline-seo! 
tive  organisms,  in  patients  with  increased  susceptibili 
to  monilial  infections.  Contraindications : The  drug 
contraindicated  in  patients  hypersensitive  to  its  comp 
nents.  Warnings : Photodynamic  reactions  have  been  pr 
duced  by  tetracyclines.  Natural  and  artificial  sunlig 
should  be  avoided  during  therapy.  Stop  treatment  if  sk 
discomfort  occurs.  With  renal  impairment,  systemic  acc 
mulation  and  hepatotoxicity  may  occur.  In  this  situatio 
lower  doses  should  be  used.  Tooth  staining  and  enam 
hypoplasia  may  be  induced  during  tooth  developme 
(last  trimester  of  pregnancy,  neonatal  period  and  chil 
hood.)  Precautions : Bacterial  superinfections  may  occu 
Infants  may  develop  increased  intracranial  pressure  wi 
bulging  fontanels.  In  gonorrheal  therapy,  serologic  tes 
for  syphilis  should  be  conducted  initially  and  month 
for  3 months.  Adverse  Reactions:  Glossitis,  stomatili 
nausea,  diarrhea,  flatulence,  proctitis,  vaginitis,  dermatiti 
and  allergic  reactions  may  occur.  Usual  Adult  Dosage: 
capsule  q.i.d.  Continue  for  10  days  in  Beta-hemolytic  stre 
tococcal  infections.  Administer  one  hour  before  or  tv 
hours  after  meals.  Supplied : Capsules,  bottles  of  16  ai 
100.  Each  capsule  contains  tetracycline  phosphate  cor 
plex  equivalent  to  250  mg.  tetracycline  HCl  activity  ar 
250,000  units  of  nystatin.  For  Oral  Suspension,  125  m 
tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottk 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York 


BRISTOL 


Tetrex-F 

Each  capsule  contains  tetracycline  phosphate  complex  equivalent  to  tetracycline  hydrochloride  250  mg.  and  nystatin  250,000  units 


Tetrex-F  is  priced  lower 
than  most 

tetracycline-antifungal  products. 


A Building  Block  approach 
to  treating  hypertension 


iA^ith  these  three  therapeutic  building  blocks 
l^ou  can  create  a once-a-day  regimen  to  fit  almost  any  degree 
hypertension.  See  the  following  pages  for  details  . . . 


Consider  starting  your  hypertensives 
on  this  basic  thiazide 


Enduron  eliminates  sodium  around  the  clock, 
yet  is  relatively  sparing  of  potassium 


Enduron  is  a true  24-hour  single-dose  thiazide. 
Its  sodium  excretion  is  not  squeezed  into  an 
abrupt  peak  during  the  first  several  hours.  It  is 
well-sustained  in  a plateau-like  effect  — with 
little  reduction  in  intensity  during  the  first  12 
hours,  and  decline  thereafter  only  gradual. 


Potassium  loss,  in  contrast,  reaches  an  early 
minor  peak.  Then  it  subsides  rapidly.  More- 
over, doses  larger  than  5 mg.  have  little  added 
effect  on  potassium.  Thus  doubling  the  dose 
from  5 to  10  mg.  approximately  doubles  sodi- 
um excretion— yet  increases  potassium  loss 
little  or  none. 

Use  Enduron  once  a day  as  an  ideal  starting 
therapy  in  mild  hypertension.  Use  it,  too,  as  a 
basic  therapeutic  building  block  with  which 
other  agents  can  be  joined,  for  managing  your 
more  resistant  hypertensives. 

Once  a day,  every  day 

ENDURON* 

MEIHYCLOTHIAZIDE 


stiKrao- 


DAILY 

DOSAGE 

RANGE 


Minimum 


2.5  mg.  tablet 


Usual 


5 mg.  tablet 


Intermediate 


7.5  mg. 


Maximum 


10  mg. 


See  Brief  Summary  on  final  page  of  advertisement. 


!To  build  added  response, 
shift  to  Enduronyl 


The  deserpidine  component  compares  favorably 
to  reserpine,  but  with  reduced  side  effects 


I The  rauwolfia  component  of  Enduronyl  is  de- 
serpidine (Harmonyl®),  a purified  crystalline 
alkaloid.  It  is  comparable  to  reserpine  in  its 
antihypertensive  and  tranquilizing  activity.  Yet 
it  produces  less  tendency  toward  typical  rau- 
wolfia side  effects  such  as  drowsiness,  leth- 
argy, stuffy  nose,  depression,  etc. 

Patient  acceptance  has  been  excellent. 

Enduronyl  comes  in  two  strengths:  regular  and 
Forte.  Both  provide  5 mg.  of  Enduron.  The 
variation  is  where  most  needed:  in  the  deser- 
pidine. These  scored  tablets  give  a surprisingly 
flexible  choice  of  doses  (see  below). 

Use  Enduronyl  for  your  patients  within  the 
jbroad  range  of  mild  to  moderate  hypertension. 
Dosage  is  once  a day:  this  means  Enduronyl 
will  generally  cost  patients  less  than  equiva- 
ent  drugs  taken  two  or  three  times  daily. 

Once  a day,  every  day 

enduronyl: 

lETHVUTHIAZIDE  5 MG.  WITH  DESERPIDINE  D.25  MG. 

ENDURONYL  FORTE 

lETHVCEDTHIAZIDE  5 MG.  WITH  DESERPIDINE  0.5  MG. 


Minimum 

Usual 

Intermediate 

Maximum 

DAILY 

DOSAGE 

; 1 

’ ! ■ ■ 

^ANGE 

.-.SW-E 

- - 

■ ■ ■ 

2.5  mg.  methyclothiazide 

5 mg.  methyclothiazide 

f.5  mg.  methyclothiazide 

10  mg.  methyclothiazide 

0.125  mg.  deserpidine 

0.25  mg.  deserpidine 

0.375  mg.  deserpidine 

0.5  mg.  deserpidine 

DAILY 

DOSAGE 

U: 

J 

J 

J .1 

. V > 

RANGE 

2.5  mg.  methyclothiazide 

5 mg.  methyclothiazide 

7.5  mg.  methyclothiazide 

10  mg.  methyclothiazide 

0.25  mg.  deserpidine 

0.5  mg.  deserpidine 

0.75  mg.  deserpidine 

1 mg.  deserpidine 

See  Brief  Summary  on  final  page  of  advertisement. 

704075 

Eutonyl  affords  a different  kind  of 

basic  therapy  for  moderate  to  severe  cases  EEi 


Effect  tied  to  reduced  peripheral  vascular 
resistance;  no  central  depressant  action 


Eutonyl  is  a unique  nonhydrazine  agent.  It  is 
reported  to  act  by  reducing  peripheral  vascu- 
lar resistance,  with  little  or  no  effect  upon 
cardiac  output.'-^ 

In  clinical  trials,  significant  reductions  in  mean 
blood  pressure  were  seen  in  84%  of  patients 
studied  — including  some  unusually  difficult 
cases.  Eutonyl  lowers  diastolic  in  proportion 
to  systolic,  and  in  half  of  the  cases  studied,  re- 
ductions in  the  sitting  and  recumbent  posi- 
tions were  nearly  as  great  as  in  the  standing 
position. 

Most  important:  There  is  no  central  depressant 
action.  In  fact,  many  patients  reported  an  in- 
creased sense  of  well  being. 

Here,  then,  is  a highly  effective  basic  treat- 
ment for  moderate  to  severe  cases— and  one 
that  will  not  hamper  your  patient  with  lethargy 
or  drowsiness  while  on  treatment. 

Once  a day,  every  day 

EUTONYi: 

PARGYLINE  HYDROCHLORIDE 


Minimum 

Usual  starting 

Intermediate 

Maximum 

DAILY 

DOSAGE 

RANGE 

10  mg.  tablet 

25  mg.  tablet 

50  mg.  tablet 
or  as  needed 

200  mg. 

1.  Brest,  A.  N.,  et  a!.,  Cardiac  and  Renal  Hemodynamic  Response  to  Pargyline,  Ann.  N.  Y.  Acad.  Sci.,  107-1016,  1963. 

2.  Winsor,  T.,  Pargyline  Hydrochloride,  Hypertension,  Urinary  Tryptamine,  and  Vascular  Reflexes,  Geriatrics,  19:598,  Aug.,  1964. 


See  Brief  Summary  on  final  page  of  advertisement. 


Eutron  adds  thiazide  for  enhanced 
therapy  with  milder  side  effects 


Only  a 7/4  mm.  span  between  standing  and  recumbent 
pressures— reduced  chance  of  orthastatic  hypotension 


The  combining  of  Eutonyl  and  Enduron  in  Eu- 
tron permits  a significantly  greater  antihyper- 
tensive effect  than  with  either  agent  used 
alone.  This  in  turn  may  allow  therapeutic  suc- 
cess with  lesser  dosage— and  correspondingly 
milder  side  effects. 

Indeed,  fully  94.5%  of  all  patients  studied  dur- 
ing clinical  trials  continued  on  therapy  unin- 
terrupted by  side  effects. 

Most  striking  was  the  drug’s  action  in  lowering 
blood  pressure  to  nearly  equal  levels  in  all 
body  positions.  Total  average  spread  between 
standing  and  recumbent  readings  (after  treat- 
ment) was  only  7/4  mm.  Hg. 

Thus,  in  your  moderate  to  severe  cases,  Eutron 
affords  a usually  smooth  course  of  therapy, 
with  reduced  likelihood  of  orthostatic  effects. 
And,  because  of  the  thiazide  component, 
Eutron  may  be  used  in  the  presence  of  con- 
gestive heart  failure. 

Once  a day,  every  day 

EUTRON™ 

PAHLINE  HYDROCHLORIDE  25  MG. 

WITH  METHVCL0THIA2IDE  5 MG. 


Minimum 


Usual  starting 


Intermediate 


Maximum 


DAILY 
' DOSAGE 
jRANGE 

i 


12.5  mg.  pargyline 
hydrochloride  and  2.5  mg. 
methyclothiazide 


25  mg.  pargyline 
hydrochloride  and  5 mg. 
methyclothiazide 


37.5  mg.  pargyline 
hydrochloride  and  7.5  mg. 
methyclothiazide 


50  mg.  pargyline 
hydrochloride  and  10  mg. 
methyclothiazide 


See  Brief  Summary  on  final  page  of  advertisement. 
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ENDURON® 

IIETHrCLflIHIAZIIlE 

ENDURONYL* 

Each  tablet  contains  Methyclothiazide  5 mg. 
with  Deserpidine  0.25  mg.  or  0.5  mg. 

Indications:  Enduron  is  used  to  control  edema  and  mild  hy- 
pertension. Also  used  with  other  drugs  for  hypertension. 
Enduronyl  is  used  in  mild  to  moderately  severe  hypertension. 
Contraindications:  Neither  Enduron  nor  Enduronyl  should 
be  used  in  severe  renal  disease  (except  nephrosis)  or  shut- 
down; in  severe  hepatic  disease  or  impending  hepatic  coma; 
in  patients  sensitive  to  thiazides.  Enduronyl  is  contraindi- 
cated in  severe  mental  depression,  active  peptic  ulcer,  and 
ulcerative  colitis. 

Warnings:  Consider  possible  sensitivity  reactions  in  patients 
with  a history  of  allergy  or  asthma.  Avoid  use  of  enteric- 
coated  potassium  tablets,  as  these  may  induce  serious  or 
fatal  small  bowel  lesions;  if  added  potassium  intake  is  de- 
sired, dietary  supplementation  is  recommended.  Coated 
potassium  tablets  should  be  reserved  for  cautious  use  when 
adequate  dietary  supplementation  is  impractical. 
Precautions  and  Adverse  Reactions:  Use  thiazides  with  cau- 
tion in  severe  renal  dysfunction.  Caution  is  also  necessary 
with  impaired  hepatic  function  or  progressive  liver  disease. 
During  intensive  or  prolonged  thiazide  therapy,  watch 
chloride  and  potassium  levels  (especially  the  latter  if  pa- 
tient is  on  digitalis).  In  surgical  patients,  thiazides  may  alter 
response  to  vasopressors  and  tubocurarine.  Use  thiazides 
with  caution  in  pregnancy  (bone  marrow  depression,  throm- 
bocytopenia, or  altered  carbohydrate  metabolism  are  pos- 
sible in  certain  newborn).  Occasional  thiazide  side  effects 
also  include  blood  dyscrasias;  elevations  of  BUN,  serum 
uric  acid,  or  blood  sugar;  electrolyte  imbalance,  g.i.  distur- 
bances, headache,  dizziness,  paresthesia,  weakness,  skin 
rash,  photosensitivity,  jaundice,  pancreatitis,  and  gout. 

Use  Enduronyl  with  caution  in  patients  with  a history  of 
peptic  ulcer,  as  rauwolfias  may  increase  gastric  secretion. 
Discontinue  at  the  first  sign  of  mental  depression.  Rau- 
wolfias may  increase  hypotensive  effects  of  surgery  or  an- 
esthesia, and  are  best  discontinued  two  weeks  prior.  They 
also  lower  the  convulsive  threshold  in  epilepsy.  Other  pos- 
sible rauwolfia  side  effects  include  drowsiness,  nasal  stuffi- 
ness, nausea,  weight  gain,  and  diarrhea.  Less  frequent  com- 
plications of  deserpidine  therapy  are  aggravation  of  peptic 
ulcer,  epistaxis,  and  skin  eruption.  Alcohol,  barbiturates  or 
narcotics  may  potentiate  action  of  deserpidine. 

EU'  J lYL® 

PARGVLINE  HVDKHIORIDE 

E''TRON™ 

Each  tablet  contains  Pargyline  Hydrochloride  25  mg. 
with  Methyclothiazide  5 mg. 

Indications:  For  treatment  of  patients  with  moderate  to 
severe  hypertension,  especially  those  with  severe  diastolic 
hypertension.  Not  recommended  for  use  in  patients  with 
mild  or  labile  hypertension  amenable  to  therapy  with  seda- 
tives and/or  thiazide  diuretics  alone. 

Contraindications:  Pheochromocytoma,  advanced  renal  dis- 
ease, paranoid  schizophrenia  and  hyperthyroidism.  Until 
further  experience  is  gained,  not  recommended  for  use  in 


patients  with  malignant  hypertension,  children  under  12, 
or  pregnant  patients.  ; 

Concomitant  use  of  the  following  is  contraindicated:  other  | 
monoamine  oxidase  inhibitors;  parenteral  forms  of  reserpine 
or  guanethidine;  sympathomimetic  drugs;  foods  high  in 
tyramine  such  as  cheese;  imipramine  and  amitriptyline, 
or  similar  antidepressants;  methyidopa.  Interval  of  two 
weeks  should  separate  therapy  and  use  of  these  agents. 

Warnings:  Pargyline  hydrochloride  is  a monoamine  oxidase 
inhibitor.  Warn  patients  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication  without  the 
knowledge  of  the  physician.  When  necessary  to  administer 
alcohol,  narcotics  (meperidine  should  be  avoided),  anti- 
histamines, anesthetics,  barbiturates,  chloral  hydrate  and 
other  hypnotics,  sedatives,  tranquilizers,  or  caffeine,  these 
can  be  used  cautiously  at  a dosage  of  14  to  1/5  the  usual 
amount.  Adjust  dose  of  anesthetic  agents  to  response  of 
patient.  Avoid  parenteral  administration  where  possible. 
Withdraw  pargyline  two  weeks  before  elective  surgery. 

Warn  patients  about  the  possibility  of  postural  hypotension. 
Those  with  angina  or  other  evidence  of  coronary  disease 
should  not  increase  physical  activity.  Pargyline  may  lower 
blood  sugar.  Avoid  use  of  enteric-coated  potassium  tablets, 
as  these  may  induce  serious  or  fatal  small-bowel  lesions; 
if  added  potassium  intake  is  desired,  dietary  supplementa- 
tion is  recommended.  Coated  potassium  tablets  should  be 
reserved  for  cautious  use  when  adequate  dietary  supple- 
mentation is  impractical. 

Precautions:  Measure  blood  pressure  while  patient  is  stand- 
ing to  determine  antihypertensive  effect.  Use  with  caution 
in  hyperactive  or  hyperexcitable  persons.  Such  persons 
may  show  increased  restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  patients  with  im- 
paired renal  function  for  increasing  drug  effects  or  eleva- 
tion of  BUN  and  other  evidence  of  progressive  renal  failure; 
withdraw  drug  if  such  alterations  persist  and  progress.  Use 
with  caution  in  patients  with  liver  dysfunction  or  progres- 
sive liver  disease.  As  with  all  new  drugs,  complete  blood 
counts,  urinalyses,  and  liver  function  tests  should  be  per- 
formed periodically.  With  prolonged  therapy,  examine  pa- 
tients for  change  in  color  perception,  visual  fields,  and 
fundi. 

During  intensive  or  prolonged  methyclothiazide  therapy, 
watch  chloride  and  potassium  levels  (especially  latter  if 
patient  is  on  digitalis).  Methyclothiazide  also  may  reduce 
arterial  response  to  pressor  amines.  Use  thiazides  with  cau- 
tion in  pregnancy  (bone  marrow  depression,  thrombocyto- 
penia, or  altered  carbohydrate  metabolism  are  possible  in 
certain  newborns).  Thiazide  drugs  may  increase  responsive- 
ness to  tubocurarine. 

Side  Effects:  Pargyline  may  be  associated  with  orthostatic  : 
hypotension.  Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea  and  vomit- 
ing, headache,  insomnia,  difficulty  in  micturition,  night- 
mares, impotence,  delayed  ejaculation,  rash,  and  purpura 
have  been  encountered  with  pargyline.  Hyperexcitability,  in- ; 
creased  neuromuscular  activity  (muscle  twitching)  and  other  i 
extra-pyramidal  symptoms  have  been  reported.  Drug  fever 
is  extremely  rare.  Congestive  heart  failure  has  been  re- 
ported in  a few  patients  with  reduced  cardiac  reserve. 

Thiazide  side  effects  also  include  blood  dyscrasias,  eleva-* 
tion  of  BUN,  serum  uric  acid,  or  blood  sugar,  electrolyte  j 
imbalance,  g.i.  disturbances,  headache,  dizzi- 
ness, paresthesia,  weakness,  skin  rash,  photo- 
sensitivity, jaundice,  pancreatitis,  and  gout. 

Nocturia  has  been  observed  with  the  combi- 
nation. 704075 
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Your  President  would  like  to  thank  you  for 
the  opportunity  of  serving  during  the  year  past. 
It  has  been  a rewarding  experience.  The  Presi- 
dency is  a task  of  no  mean  proportion.  It  is  my 
hope  that  you  will  not  conclude  that  I have 
whittled  it  down  to  my  size. 

At  the  time  of  this  writing,  all  of  the  compon- 
ent societies,  except  one,  have  graciously  been 
host  to  the  Presidential  Visitation.  It  is  hoped 
that  by  the  Annual  Meeting  all  of  the  societies 
will  have  been  visited. 

The  purpose  of  the  annual  visitation  is  to 
meet  in  fellowship  and  to  determine  in  what 
loeal  situations  the  State  organization  might  be 
of  assistance,  also,  to  apprise  the  counties  of 
action  taken  or  pending  in  their  name  at  the 
State  level,  and  to  receive  the  benefit  of  counsel 
provided  by  our  members  removed  from  the  cen- 
tral area. 

Your  President  has  attended  all  of  the  Board 
meetings  and  those  of  the  standing  and  ad  hoc 
committees  as  well  as  meetings  of  the  Executive 
Committee.  There  also  have  been  a variety  of 
special  meetings,  speeches,  appearances  before 
the  Legislature  and  at  least  weekly  conferences 
with  the  Secretary  and  Executive  Secretary. 

This  activity  has  provided  additional  insight 
into  the  problems  of  organized  medicine  and  an 
opportunity  to  evaluate  progress  made  during 
this  tenure. 

One  of  medicine’s  major  problems  is  the  lack 
of  cohesiveness  mentioned  in  the  inaugural  ad- 
dress. There  has  been  some  improvement  in  the 
attitude  of  our  smaller  groups  in  assoeiating 
themselves  first  as  physicians  and  secondarily 
as  specialists  or  generalists,  rural  physicians  or 
what  not.  Perhaps  this  is  due  to  the  fact  that 
the  State  is  giving  us  more  of  what  we  require 
and  had  come  to  believe  was  available  only 
through  our  specialty  groups.  The  Federal  Serv- 
ices and  Medical  Economics  Committees  are 
largely  responsible  for  this.  Much  change  is  still 
necessary  in  our  resolve  to  stick  together  before 
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the  State  Association  can  move  forcibly  and  ef- 
fectively against  those  who  can  best  act  to  our 
detriment  while  we  are  divided.  I would  take 
this  opportunity  to  again  plead  that  we  stand 
united.  This  is  vital  if  we  are  to  survive  as  free 
and  independent  agents. 

During  the  past  year,  much  progress  has  been 
made  in  advancing  the  eoneept  of  usual  and  cus- 
tomary fees.  It  has  been  shown  in  areas  where 
this  program  of  payment  has  been  adopted  that 
professional  services  to  the  siek  had  not  sky- 
rocketed as  predicted  and  that  abuses  were  min- 
imal. Physicians  must  be  willing,  however,  to 
provide  through  a professional  committee  means 
to  adjudieate  fee  disputes  fairly  and  impartially. 
Surprisingly  to  many,  the  usual  and  customary 
charges  have,  in  some  instances,  brought  about 
a reduetion  over  fees  established  by  schedule. 

Our  legislative  record  was  not  brilliant,  but 
this  was  to  be  expected  with  a new  Legislature 
and  several  bills  that  were  quite  controversial 
which  we  supported.  It  was  our  intention  to  use 
this  year  as  an  educational  opportunity  to  point 
out  our  problems  and  thinking  to  our  lawmakers 
and  to  determine  strategy  in  time  to  come. 

A source  of  grave  concern  is  our  burgeoning 
malpraetice  experience.  This  problem  was  point- 
ed out  in  the  January  President’s  Page.  Phy- 
sicians need  the  help  of  enlightened  lawyers  and 
lawmakers  if  we  are  to  continue  to  practice  with- 
out a stethoscope  in  one  hand  and  a book  on 
torts  in  the  other.  A program  of  public  educa- 
tion directed  toward  our  dilemma  would  appear 
to  be  in  order.  It  is  doubtful  that  we  would 
convince  the  “forty-percenters”  that  our  plight 
is  really  the  public’s  plight.  This  past  year  has 
seen  an  ever  increasing  number  of  malpractice 
actions  filed.  It  is  sad  to  contemplate  that  many 
of  these  cases  will  be  won  on  testimony  derived 
through  the  great  wisdom  of  hindsight  with  no 
real  appreciation  of  the  problems  of  the  mo- 
ment. With  leisure  to  study  the  results  of  treat- 
ment, to  consult  the  texts  and  literature  and  to 
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consider  the  inferior  training  and  ability  of  our 
colleagues,  we  all  can  become  experts.  Again, 
a plea  for  moderation  and  understanding! 

Surely  the  pendulum  cannot  swing  much  far- 
ther without  the  necessity  for  our  abandoning 
the  practice  of  medicine.  We  cannot  be  made 
financially  responsible  for  an  unsatisfactory  re- 
sult and  continue  to  praetice!  There  is  little  ap- 
preciation for  medicine’s  plight  in  our  Legisla- 
ture. Our  request  for  the  enactment  of  the  “Good 
Samaritan”  law  is  pending  at  this  time. 

It  would  serve  no  purpose  to  reeapitulate  the 
reports  of  the  committee  chairmen  as  an  example 
of  what  has  been  accomplished  during  this  ten- 
ure and  thus  make  these  accomplishments  a part 
of  this  report.  Your  President  can  take  no  credit 
for  the  yeoman’s  work  of  our  committees.  He 
can  and  does  take  this  opportunity  to  thank 
all  of  the  chairmen  and  members  for  their  ef- 
forts on  behalf  of  the  Association. 

A special  vote  of  thanks  must  go  to  Mr.  Robert 
Carpenter  and  Mr.  Bruee  Robinson  and  to  all 
the  employees  of  the  Central  Office  who  have 
given  unstintingly  of  their  time  and  abundant 
talent.  This  Assoeiation  has  unquestionably  the 
finest  central  office  organization  under  Robert 
Carpenter  in  the  country. 

A special  thanks  also  to  Dr.  Charles  Hender- 
son, who  for  five  years  has  discharged  the  duties 
of  Secretary  with  singular  faithfulness  and  devo- 
tion; and  to  the  other  officers  and  directors, 
warm  appreciation  is  extended. 

As  your  President,  I have  sought  to  represent 
you  with  dignity.  An  attempt  has  been  made 
whenever  possible  to  consult  with  you  on  impor- 
tant decisions  not  requiring  Board  or  Exeeutive 
Committee  action,  and  the  fullest  cooperation 
has  been  extended.  With  increasing  govern- 
mental influence  on  the  practice  of  medicine, 
I am  sure  you  reeognize  that,  without  organi- 
zation and  many  man  hours  of  labor  in  your 
behalf  by  your  officers  and  committees,  the  prac- 
tice would  beeome  ehaotic. 

With  the  springboard  of  dedicated  physi- 
cians who  are  convinced  of  the  importance  of 
their  tasks,  your  new  President,  Dr.  Dysterheft, 
is  capable  of  leading  us  to  greater  accomplish- 
ment. 

In  conclusion,  again  my  warm  thanks  for  the 
eourtesy  and  cooperation  you  have  shown  me, 
which  have  made  this  office  a souree  of  satis- 
faction and  pride. 

Paul  B.  Jarrett,  M.D. 


Tandearil* 

oxyphenbutazone 


Therapeutic  Effects:  JandearW  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  salicylates.  Further,  indomethacin  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen- 
butazone is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  .(symptoms  of  blood  dyscrasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  black  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Gonfusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Avaifabifity:  Tablets  of  100  mg. 
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Tandearil*  helps  osteoarthritic 

oxyphenbutazone  jojntS  mOV6  agalD 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 

Sperling,  1 L.:  3 Years’  Experience 
wilh  Oxyphenbutazone  in  the 
T realment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 

76.9%  of  407  patients 

TA-4919  PC 

Watts,  T.W  , Jr.:  Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
lazone,  Clin  Med.  73:65,  1966. 

84.6%  of  39  patients 
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announcing 
important  dosa; 
reduction 


(norethindrone  Img.  c mestranol  0.05n 


lower  cost 
to  patients 


bing  information  available  from  your  pharmacist  or  Syntex  representative. 


norethindrone 


an  original  steroid  from 


SYNTEX^ 


LABORATORIES  I NO., PALO  ALTO.  CALIF. 


Yon  ean^t  mi  her  free. 
But  you  can  help  her 
feel  less  anxious. 

You  know  this  woman. 

She's  anxious,  tense,  irritable.  She’s  felt  this  way  for  months. 

Beset  by  the  seemingly  insurmountable  problems  of  raising  a young  family,  and  con- 
fined to  the  home  most  of  the  time,  her  symptoms  reflect  a sense  of  inadequacy  and 
isolation.  Your  reassurance  and  guidance  may  have  helped  some,  but  not  enough. 

Serax  (oxazepam)  cannot  change  her  environment,  of  course.  But  it  can  help 
relieve  anxiety,  tension,  agitation  and  irritability,  thus  strengthening  her  ability  to 
cope  with  day-to-day  problems.  Eventually— as  she  regains  confidence  and  com- 
posure—your  counsel  may  be  all  the  support  she  needs. 

Indicated  in  anxiety,  tension,  agitation,  irritability,  and  anxiety  associated 
with  depression. 

May  be  used  in  a broad  range  of  patients,  generally  with  considerable 
dosage  flexibility. 


Contraindications:  History  of  previous  hypersensitivity  to  oxazepam.  Oxazepam  is  not  indi- 
cated in  psychoses. 

Precautions:  Hypotensive  reactions  are  rare,  but  use  with  caution  where  complications  could 
ensue  from  a fall  in  blood  pressure,  especially  in  the  elderly.  One  patient  exhibiting  drug  de- 
pendency by  taking  a chronic  overdose  developed  upon  cessation  questionable  withdrawal 
symptoms.  Carefully  supervise  dose  and  amounts  prescribed,  especially  for  patients  prone 
to  overdose;  excessive  prolonged  use  in  susceptible  patients  (alcoholics,  ex-addicts,  etc.)  may 
result  in  dependence  or  habituation.  Reduce  dosage  gradually  after  prolonged  excessive 
dosage  to  avoid  possible  epileptiform  seizures.  Caution  patients  against  driving  or  operating 
machinery  until  absence  of  drowsiness  or  dizziness  is  ascertained.  Warn  patients  of  possible 
reduction  in  alcohol  tolerance.  Safety  for  use  in  pregnancy  has  not  been  established. 

Not  indicated  in  children  under  6 years;  absolute  dosage  for  6 to  12  year-olds  not  established. 

Side  Effects:  Therapy-interrupting  side  effects  are  rare.  Transient  mild  drowsiness  is  common 
initially;  if  persistent,  reduce  dosage.  Dizziness,  vertigo  and  headache  have  also  occurred 
infrequently;  syncope,  rarely.  Mild  paradoxical  reactions  (excitement,  stimulation  of  affect)  are 
reported  in  psychiatric  patients.  Minor  diffuse  rashes  (morbilliform,  urticarial  and  maculopapu- 
lar)  are  rare.  Nausea,  lethargy,  edema,  slurred  speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage  reduction.  Although  rare,  leukopenia  and  hepatic  dys- 
function including  jaundice  have  been  reported  during  therapy.  Periodic  blood  counts  and 
liver  function  tests  are  advised.  Ataxia,  reported  rarely,  does  not  appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related  compounds,  are  not  yet  reported:  paradoxical  excita- 
tion with  severe  rage  reactions,  hallucinations,  menstrual  irregularities,  change  in  EEG  pattern, 
blood  dyscrasias  (including  agranulocytosis),  blurred  vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever,  euphoria  and  dysmetria. 

Availability:  Capsules  of  10,  15  and  30  mg.  oxazepam. 


To  help  you  relieve  anxiety  and  tension 


Serav 

(oxazepam) 


Wyeth  Laboratories 
Philadelphia,  Pa. 


• Soyalac  satisfies!  Baby  is  happy,  mother  is  grateful,  doctor  is 
gratified. 

• The  nut-like  taste  is  pleasing.  Infants  readily  accept  this  hypo- 
allergenic formula  that  is  completely  fibre-free.  An  exclusive 
process  results  in  a consistency  much  like  milk. 


* Soyalac  is  strikingly  similar  to  mother's  milk  in  composition 
and  ease  of  assimilation.  Clinical  data  furnish  evidence  of 
Soyalac’s  value  in  promoting  normal  growth  and  development. 

• Excellent  for  regular  infant  feeding,  too  — and  for  growing  chil- 
dren and  adults. 


Soyalac 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

L.OMA  LINDA  FOODS 


MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.  A. 
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Personnel:  Biochemistry  and 


Physiology 


In  the  March  issue  of  ARIZONA  MEDICINE 
we  presented  a brief  progress  report  relative  to 
the  medical  school  and  otherwise  took  advantage 
of  the  opportunity  to  introduce  the  Professor  and 
Head  of  our  Department  of  Pathology.  This 
month,  I consider  it  a privilege  to  introduce 
to  yon  the  two  men  who  will  head  onr  Depart- 
ments of  Biochemistry  and  Physiology,  respec- 
tively. 

Dr.  Donald  J.  Hanahan  was  born  in  Spring- 
field,  Illinois,  in  1919.  He  received  his  Bachelor’s 
degree  in  1941  from  the  University  of  Illinois  and 
his  Ph.D.  degree  from  the  same  University  in 
1944.  He  was  married  three  years  later  and  he 
and  Mrs.  Hanahan  have  five  children. 

Dr.  Hanahan  started  his  career  as  a Research 
Chemist  with  the  Manhattan  Project  and  at  the 
Hanford  Atomic  Works  and  later  served  with  the 
Division  of  Physiology  at  the  University  of  Cali- 
fornia. In  1948  he  went  to  the  University  of 
Washington  and  has  been  with  the  Department 
of  Biochemistry  at  the  University  of  Washington 
Medical  School  ever  since.  Pie  became  Professor 
of  Biochemistry  there  in  1959.  He  is  a member 
of  the  American  Chemical  Society  and  the  Amer- 
ican Society  of  Biological  Chemists.  He  has  trav- 
eled and  studied  in  both  Sweden  and  England 
under  a Guggenheim  Foundation  fellowship.  He 
has  served  as  a member  of  the  editorial  boards 
of  Biochemical  Preparations,  the  Journal  of  Lipid 
Research,  Advances  in  Lipid  Research,  and  Bio- 
chimica  et  Biophysica  Acta.  He  has  served  on 
the  Subcommittee  on  Criteria  of  Purity  of  Lipids 
for  the  National  Research  Council  and  as  a mem- 
ber of  the  Research  Committee  of  the  American 
Heart  Association. 

Dr.  Hanahan  is  the  author  of  over  75  original 
contributions  to  the  literature  on  the  biochem- 
istry of  lipids  and  he  is  the  author  of  two  text- 
books. We  expect  that  his  interest  in  this  type  of 
research  will  continue  in  Arizona  and  we  are 
looking  forward  to  his  arrival  on  the  campus  with 
great  enthusiasm. 

Dr.  Paul  C.  Johnson  was  born  in  Ironwood, 
Michigan,  in  1928,  was  graduated  from  the  Iron- 
wood  Pligh  School  in  1946  and  received  his  Bach- 


elor’s degree,  with  a major  in  physics,  from  the 
University  of  Michigan  in  1951.  In  1953  he  re- 
ceived his  Alaster’s  degree,  and  in  1955  the  Doc- 
torate of  Philosophy,  both  in  physiology  at  the 
University  of  Alichigan.  His  j)rimary  interest 
during  that  period  of  time  was  in  the  physiology 
of  respiration.  1955  was  also  the  year  in  which 
Dr.  Johnson  was  married.  He  and  Mrs.  Johnson 
have  two  children. 

Dr.  Johnson  has  had  a very  fine  career  as  a 
physiologist.  He  has  been  a member  of  the  fac- 
ulty at  the  University  of  Michigan,  the  Western 
Reserve  University  and,  since  1958,  the  Indiana 
University  School  of  Medicine  in  Indianapolis. 
Pie  has  been  Acting  Chairman  of  that  Depart- 
ment until  recently.  Dr.  Johnson  has  been  of 
great  service  to  his  university  by  helping  to  de- 
velop their  Health  Research  Center  and  by  serv- 
ing on  the  Research  Committee  and  as  Chair- 
man of  both  the  Committee  for  Development  of 
the  Indiana  University  Pleart  Research  Center 
and  the  Graduate  Advisory  Committee.  He  is 
currently  a member  of  the  Editorial  Board  of 
the  American  Journal  of  Physiology,  Journal  of 
Applied  Physiology;  a member  of  the  Basic  Sci- 
ence Council  of  the  American  Heart  Association 
and  is  a member  of  the  American  Physiological 
Society  and  its  Circulation  Section.  This  April  he 
assumes  the  responsibilities  as  president  of  the 
American  Microcircnlatory  Society. 

Dr.  Johnson  has  had  a long  and  substained 
interest  in  the  problems  of  circulation  of  the 
blood,  with  particular  emphasis  on  microcircula- 
tion. He  has  studied  blood  flow  in  the  intestine, 
liver,  and  skeletal  muscle.  Pie  had  earlier  done 
some  excellent  work  on  oxygen  toxicity  and  the 
pathophysiology  of  the  circulation  in  shock.  He 
is  the  author  of  a large  number  of  papers  on 
these  subjects.  We  expect  that  he  will  continue 
to  be  productively  engaged  in  this  type  of  work 
as  he  develops  the  new  Department  of  Physiol- 
ogy at  this  school. 
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Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  witK' 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by’’ 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 


Ilosone 

Erythromycin 


7001 2 I 

Estolate 


( See  next  page  for  prescribing  information.) 


IlosoneVthe  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  finding  | 
characterized  by  increased  direct-reacting  bilirubin,  elj 
alkaline  phosphatase  levels,  negative  or  weakly  positive  ce  i 
flocculation  and  thymol  turbidity  tests,  elevated  serum  gl  | 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  aij 
mal  cholecystograms. 

Individual  idiosyncrasy  seems  evident  since  jaundice  ij 
been  reported  in  other  patients  taking  prolonged  courses  i 
medication.  Patients  with  chronic  infection  have  been  giv  ; 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  montl ; 
patients  with  rheumatic  fever  have  taken  prophylactic  d I 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  grj 
144  patients  who  received  the  drug  daily  for  two  years,  n( j 
dice  was  noted.  It  was  of  interest  that  members  of  six  o | 
patients’  families,  who  were  not  taking  the  drug,  had  e;  j 
of  jaundice  during  the  study  period. 

Transaminase  and  serum  alkaline  phosphatase  level  ( 
determined  in  a group  of  fifty-four  adults  and  children  w!  | 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  mor  i 
rheumatic  fever  prophylaxis.  The  results  were  compare  ( 
those  of  a similar  group  of  forty-four  patients  who  receivt ) 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  El(  | 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  the  | 
of  treatment  was  observed  in  one  patient  treated  with  i 
and  in  two  patients  treated  with  penicillin.  Seven  other  p i 
in  the  group  receiving  Ilosone  and  four  others  in  the  pe  i 
group  showed  elevations  in  one  of  the  tests  at  some  time  i 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicitj  i 
reported  in  102  pediatric  patients  who  received  short-terr  i 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus'l 
tions.  Results  of  liver  function  tests  in  these  patients  we]  i 
parable  to  those  in  a similar  control  group  who  had  n|i 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hep;  t 
fects  are  observed  in  a small  proportion  of  individuals  as  £i« 
of  a local  stimulating  effect  of  the  medication  on  the  alin:  li 
tract;  however,  the  normal  intestinal  gram-negative  bjjs 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  :* 
of  erythromycin,  there  have  been  occasional  reports  of  ur'iii 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orall  i 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  (!* 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hou"( 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  t 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crush  a 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  a 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythr  J> 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dcf 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  ll 


days.  Close  follow-up  of  the  patient  is  necessary  since  e ^ 


mycin  drugs  have  not  had  adequate  evaluation  in  all  st;,i 
syphilis.  Examinations  of  spinal  fluid  are  recommended  ji 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  di  i 
recommended.  In  the  treatment  of  gonorrhea,  patients  S 
suspected  lesion  of  syphilis  should  have  a dark-field  exam  4 
before  receiving  antibiotics,  and  monthly  serologic  tests  4 
be  made  for  a period  of  three  months.  J 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  ^ ^ 
(equivalent  to  base),  in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.E,  125  mg.  (equivalent  tol'3 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.E,  125  mg.  (equ4 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  paiK 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  4 


2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother., 


3.  Hirsch,  H.  A.,  Pryles,  C.  v!,  and  Finland,  M.:  Am.  J.  M.  Sc.,  ;25P.198!*^ 
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Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  Jf6206.  — j 


EDITORIALS 


HEALTH  FACILITIES  PLANNING 
COUNCIL  ACTIVITIES  REPORT,  1966  ’ 


By  William  EngeL  Executive  Secretary 


Although  this  organization  functions  for 
Maricopa  County,  the  report  is  printed  to 
show  what  is  being  done,  and  what  might  be 
done  on  a state-wide  basis  should  interest 
develop.  Editor 

The  Health  Facilities  Planning  Council,  as 
such,  came  into  being  by  action  of  the  Hospital 
Development  Association.  The  above  name  was 
adopted  as  being  more  descriptive  of  the  pro- 
posed function  of  the  organization.  This  action 
was  taken  in  January  of  1966.  An  Executive  Di- 
rector, Mr.  William  Engel,  was  employed  by 
the  Council  effective  January  1,  1966. 

The  first  months  of  1966  were  primarily  de- 
voted, by  the  Executive  Director,  to  becoming 
famihar  with  the  areas,  the  people,  and  the 
health  facihties  in  Maricopa  County.  The  most 
intense  phase  of  this  activity  naturally  took  place 
during  January  and  February,  however,  this  is  a 
continuing  process  that  must  be  of  constant 
interest  to  the  staff. 

The  offices  of  the  Council  were  temporarily 
located  in  the  Community  Services  Building  at 
1515  East  Osborn,  however,  more  suitable  space 
was  obtained  at  the  present  location  at  5133 
North  Central  Avenue.  The  secretary  who  had 
been  serving  the  Hospital  Development  Asso- 
ciation stayed  on  until  March  31,  1966,  at  which 
time  she  was  placed  on  a part-time  basis  to  take 
care  of  the  decreasing  work  load  associated  with 


the  Hospital  Development  fund.  Another  secre- 
tary was  employed  to  devote  full  time  to  the 
Health  Facilities  Planning  Council.  In  March 
it  was  decided  that  the  work  load  that  was  de- 
veloping would  very  quickly  require  the  serv- 
ices of  another  professional  person  in  the  office. 
Therefore,  Mr.  Morton  Bennett  was  employed 
as  Assistant  Director  and  began  his  duties  in  the 
latter  part  of  May. 

The  Council  was  originally  financed  with  a 
matching  grant  from  the  United  States  Public 
Health  Service.  Local  funds  were  provided  by 
contributions  from  hospitals  in  Maricopa  Coun- 
ty. These  funds  were  exhausted  by  the  end  of 
June  1966;  however,  the  Council  obtained  ap- 
proval of  its  United  States  Public  Health  Serv- 
ice grant  for  the  fiscal  year  1966-1967,  and  area 
hospitals  approved  a contribution  of  $2.00  per 
bed.  Also,  the  five  hospitals  participating  in  the 
Hospital  Development  fund  approved  a special 
contribution  so  as  to  provide  financing  for  the 
Council  until  broader  community  support  could 
be  obtained. 

The  work  of  the  Council  seems  to  fall  into 
several  categories.  One  of  which  is  the  review  of 
projects  which  are  submitted  to  the  Council  for 
review  and  recommendation.  During  1966,  the 
following  projects  came  to  the  attention  of  the 
Board  of  Directors  and  were  acted  upon: 

1.  White  Angel  Hospital,  request  for  expan- 
sion; 
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2.  St.  Luke’s  Hospital,  proposal  for  a compre- 
hensive community  mental  health  center; 

3.  Good  Samaritan  Hospital,  request  for  en- 
dorsement of  a grant  from  the  H.E.W.  for  the 
purpose  of  purchasing  portable  kidney  dialysis 
units; 

4.  Franklin  Hospital,  proposal  to  replace  exist- 
ing 10-bed  unit  with  a 20-bed  unit  special  hos- 
pital; 

5.  Doctors-White  Angel  Hospital,  proposal  to 
add  33  beds  to  White  Angel  Hospital  and  26 
beds  to  Doctors  Hospital; 

6.  Maricopa  County  General  Hospital,  pro- 
posal for  replacement  of  the  existing  hospital 
with  a new  hospital; 

7.  Good  Samaritan  Hospital,  proposal  for  G- 
Wing  consisting  of  a 150-bed  medical-surgical 
unit  and  other  facihties; 

8.  Camelback  Hospital,  proposal  for  remodel- 
ing and  improvement  of  ancillary  and  patient 
areas; 

9.  Scottsdale  Baptist  Hospital,  proposal  for  a 
new  building  to  replace  the  existing  unsuitable 
beds  and  the  enlargement  of  ancillary  areas  with 
a net  increase  of  34  beds; 

10.  Salvation  Army  Harbor-Light  Project,  to 
convert  a warehouse  into  a short-term  residence 
for  alcoholics; 

11.  North  Phoenix  Hospital  (8%  Bond  Hospi- 
tal), resolution  passed  pointing  out  that  there 
was  no  need  for  this  facihty  and  requesting  the 
Secnrities  and  Exchange  Commission  to  investi- 
gate; and, 

12.  John  C.  Lincoln,  proposal  to  complete  the 
fourth  floor  shell  of  the  new  hospital  into  a 76- 
bed  acute  care  unit. 

Numerous  other  subjects  demanded  the  atten- 
tion of  the  Board  of  Directors  during  the  past 
year,  among  which  was  a resolution  urging  the 
Arizona  legislature  to  pass  a law  enabhng  the 
Arizona  State  Hospital  to  make  land  available  to 
the  County  for  the  purpose  of  constructing  the 
new  County  Hospital.  The  Board  also  approved 
a letter  of  agreement  between  the  Health  Faci- 
lities Planning  Council  and  the  Arizona  State 
Health  Department  describing  the  relationship 
between  the  Planning  Council  and  the  Health 
Department. 

The  Board  authorized  that  a study  be  made 
of  the  Catchment  Areas  for  Comprehensive  Com- 
munity Mental  Health  Centers  in  Maricopa 


County  at  the  request  of  the  State  Health  De- 
partment. A special  committee  was  appointed 
for  this  purpose  and  the  recommendations  of 
the  Council  were  presented  to  the  State  Health 
Department.  The  Board  also  authorized  and  ap- 
proved a resolution  regarding  the  Council’s  con- 
cern with  reported  changes  in  admission  policies 
at  the  County  Hospital  and  with  other  matters 
which  had  recently  received  publicity.  This  reso- 
lution was  presented  to  the  Advisory  Board  of 
the  Maricopa  County  General  Hospital.  Also,  the 
Board  of  Directors  authorized  a feasibility  study 
of  the  northwest  metropolitan  area  to  be  made 
by  the  staff  regarding  the  need  for  health  facih- 
ties and  services  in  this  area.  This  study  is  now 
underway. 

Under  consideration  by  the  Board  for  a long 
time  has  been  the  possibility  of  legislation  that 
would  authorize  the  State  Health  Department 
to  consider  the  concept  of  need  in  the  construc- 
tion and  licensing  of  health  facilities  in  Arizona. 
The  Board  has  approved  the  concept  in  prin- 
ciple, and  the  proposed  legislation  is  now  in  the 
final  drafting  stage. 

The  staff  of  the  Health  Facilities  Planning 
Council  is  frequently  asked  to  review  projects 
which  are  eventually  cancelled  and,  therefore, 
do  not  come  to  the  attention  of  the  Board.  This 
has  happened  most  frequently  with  proposals  for 
nursing  homes  and  has  been  the  case  also  with 
a number  of  proposals  for  additional  hospitals. 
Some  of  these  projects  take  a great  deal  of  time, 
however,  we  believe  this  activity  to  be  worth- 
while since  the  community  is  probably,  in  many 
cases,  well  served  by  the  projects  that  do  not 
proceed  to  completion. 

One  of  the  outstanding  activities  of  the  Coun- 
cil during  this  year  has  been  the  development  of 
our  hospital  utilization  studies.  This  is  a continu- 
ing activity  participated  in  by  almost  every  hos- 
pital in  Maricopa  County,  which  provides  vital 
basic  information  to  the  existing  hospitals  as  well 
as  providing  a basis  upon  which  we  may  deter- 
mine the  need  for  additional  facilities  and  serv- 
ices. This  program  was  instituted  with  the  com- 
plete cooperation  and  support  of  the  Phoenix 
Regional  Hospital  Council. 

A similar  program  has  been  initiated  for  the 
collection  of  utilization  data  for  nursing  homes 
in  the  State  of  Arizona.  This  is  being  done  at  the 
request  of  the  Arizona  State  Nursing  Home  Asso- 
ciation because  of  its  concern  over  the  possibility 
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of  overbuilding  in  the  nursing  home  field.  Here 
again,  this  is  a continuing  study  and  will  provide 
current  factual  information  to  the  Council  that 
is  extremely  helpful  in  making  an  evaluation  and 
recommendation  regarding  the  need  for  addi- 
tional facilities. 

Other  studies  that  have  been  undertaken  to 
provide  basic  needed  information  to  the  Council 
and  to  other  interested  organizations  are: 

1.  Site  and  Parking  Survey,  a survey  of  20 
public  hospitals  in  the  western  United  States 
to  determine  space  requirements. 

2.  A report  on  the  hazards  of  excessive  borrow- 
ing for  capital  construction; 

3.  A survey  of  hospital  emergency  room  facili- 
ties, staffing,  services  and  charges,  (in  coopera- 
tion with  the  Arizona  Hospital  Association,  the 
State  Chairman  on  Trauma  of  the  American 
College  of  Surgeons,  and  the  Hospital  Planning 
Council  of  Greater  Tucson,  Inc.) 

4.  A survey  of  nursing  homes  in  Arizona,  (in 
cooperation  with  the  Arizona  Nursing  Home 
Association ) ; 

5.  A survey  of  existing  and  proposed  legisla- 
tion affecting  the  construction  and  licensing  of 
health  facilities  in  the  United  States;  and 

6.  A study  of  the  health  related  needs  of  the 
aged. 

Scheduled  for  December  7,  1966,  is  a work- 
shop for  the  principal  loan  officers  of  area  banks. 
The  purpose  of  the  workshop  is  to  inform  the 
banks  of  the  activities  of  the  Health  Facilities 
Planning  Council  and  of  the  information  that 
is  available  regarding  the  utilization  of  existing 
facilities.  The  workshop  will  also  present  an  op- 
portunity to  explain  the  review  procedures  used 
by  the  Planning  Council. 

The  availability  of  adequate  numbers  of  quali- 
fied employees  in  the  health  related  professions 
has  been  of  growing  concern  for  a number  of 
years.  During  1966,  this  problem  reached  the 
acute  stage  probably  due  to  the  advent  of  Medi- 
care, coupled  with  an  expanding  population  and 
an  ever  increasing  demand  for  health  services. 

The  quality  of  care  and  range  of  services 
available  in  our  health  facilities  is  directly  re- 
lated to  the  availability  of  well  trained,  highly 
qualified  employees  in  adequate  numbers.  With 
this  in  mind,  the  Health  Facilities  Planning 
Council,  in  cooperation  with  the  Arizona  Hos- 
pital Association,  has  been  working  with  the 


Phoenix  Union  High  School  in  an  effort  to  insti- 
tute a program  of  counseling  and  work-study 
leading  toward  the  goal  of  recruiting  more  stu- 
dents to  the  health  professions. 

Numerous  meetings  have  been  held  with  of- 
ficials and  faculty  of  Phoenix  Union  High  School 
to  explore  the  various  ways  in  which  this  pro- 
gram could  be  implemented.  It  now  appears 
that  a special  section  of  the  Industrial  Coopera- 
tive Education  program  will  be  devoted  to  those 
health  occupations  in  greatest  demand  that  lend 
themselves  to  a program  at  the  high  school 
level. 

We  have  been  assured  of  the  full  cooperation 
of  the  Phoenix  Union  High  School.  Now  the  suc- 
cess of  the  program  will  depend,  to  a great 
extent,  upon  the  cooperation  of  area  health  faci- 
lities in  providing  “work  stations”  for  students 
who,  in  their  senior  year,  enter  the  “work-study” 
phase  of  the  program.  This  is  a “demonstration 
project”  and,  if  successful,  can  be  expanded  to 
high  schools  throughout  Arizona. 

One  area  of  concern  to  the  Council  has  been 
that  of  becoming  well  enough  known  so  that 
the  findings  and  recommendations  of  the  Coun- 
cil are  accepted  by  the  public  and  by  the  people 
responsible  for  the  health  facilities  in  Maricopa 
County.  The  Council  has  been  extremely  for- 
tunate in  obtaining  excellent  publicity  in  area 
newspapers  and  on  television.  There  have  been 
numerous  times  when  the  Health  Facilities  Plan- 
ning Council  has  been  featured  in  articles  in 
newspapers,  and  the  most  outstanding  article 
was  that  which  appeared  in  the  Arizona  Days 
and  Ways  Magazine,  October  2,  1966,  as  a fea- 
ture article.  To  assist  us  in  telling  our  story  to 
the  public,  a very  successful  luncheon  was  held 
on  October  5,  1966,  attended  by  approximately 
140  persons.  With  the  help  of  the  Public  Rela- 
tions Committee,  a brochure  entitled  “What 
Area  Wide  Planning  Means  to  You,”  has  been 
printed.  This  excellent  brochure  is  extremely 
useful  in  telling  the  story  of  the  Planning  Coun- 
cil to  the  public. 

In  the  implementation  of  planning  for  area- 
wide health  facilities,  community  relationships 
are  extremely  important.  We  are  extremely  for- 
tunate in  having  been  able  to  establish  excellent 
relationships  with  a wide  variety  of  important 
community  and  state  wide  organizations.  Among 
these  are  the  Arizona  Hospital  Association,  the 
Arizona  Nursing  Home  Association,  the  Phoenix 
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Regional  Hospital  Council,  the  Phoenix  Com- 
mmiity  Council,  the  Arizona  Health  Services 
Education  Association,  the  Arizona  Board  of 
Health,  the  Arizona  State  Health  Department, 
the  Survey  and  Construction  Council,  the  Ari- 
zona Medical  Association,  the  Maricopa  County 
Medical  Society,  and  the  Arizona  Blue  Cross- 
Blue  Shield. 

Illustrative  of  the  types  of  relations  that  have 
been  established  is  the  fact  that  the  Executive 
Director  of  the  Health  Facilities  Planning  Coun- 
cil has  been  recently  elected  as  Secretary  of  the 
Arizona  Health  Services  Education  Association. 
He  is  an  advisory  member  of  the  Board  of  Direc- 
tors of  the  Phoenix  Community  Council,  and  the 
Executive  Director  of  the  Community  Council 
is  an  advisory  member  of  the  Board  of  the  Health 
Facilities  Planning  Council.  Equally  close  rela- 
tions exist  with  the  Phoenix  Regional  Hospital 
Council,  which  meetings  the  staff  attends  regu- 
larly. It  is  believed  that  community  acceptance 
has  also  been  enhanced  by  frequent  speaking 
engagements  that  have  been  filled  by  the  Execu- 
tive Director. 

We  believe  the  effectiveness  of  the  Health 
Facilities  Planning  Council  can  probably  best 
be  judged  by  the  degree  of  acceptance  of  its 
recommendations  by  health  facilities.  This  accep- 
tance in  Maricopa  County  has  been  excellent 
and,  without  the  complete  cooperation  of  hos- 
pitals and  nursing  homes,  the  work  that  has 
been  done  would  have  been  much  more  diffi- 
cult or  impossible.  The  acceptance  by  the  com- 
munity at  large  has  also  been  most  encouraging, 
especially  since  basically  we  are  responsible  to 
the  community. 

The  work  of  the  Health  Facilities  Planning 
Council  can  best  be  described  by  the  words, 
RESEARCH,  EVALUATION,  STUDY,  EDU- 
CATION and  IMPLEMENTATION.  AU  of  these 
are  equally  important,  however,  I believe  one 
more  could  be  added  without  which  none  of 
the  others  are  possible  and  this  is  PARTICIPA- 
TION. It  is  our  hope  that  during  the  next  year 
it  will  be  possible  to  develop  increased  participa- 
tion by  the  general  pubHc,  business,  industry, 
the  professions  and  the  health  facihties. 

This  report  would  not  be  complete  without  an 
expression  of  thanks  to  the  Board  of  Directors 
for  its  participation  in,  and  understanding  of, 
the  broad  range  of  problems  and  projects  that 


have  demanded  its  attention.  Although  we  know' 
that  many  urgent,  and  yet  unknown,  challenges 
lie  before  us,  we  also  realize  that  this  past  year 
has  perhaps  been  as  critical  as  any  that  we  wall 
be  called  upon  to  face.  The  Board’s  patience, 
understanding  and  loyal  support  of  your  new 
Executive  Director  during  this  past  year  has  been 
a most  rewarding  experience.  In  all  honesty,  I 
can  say  that  I have  no  regrets  at  having  left  the 
“frozen  north”  and  find  that  I have  become  a 
most  enthusiastie  resident  of  “The  Valley  of  the 
Sun.” 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors;  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


USE  ‘POLYSPORIN’. 

POLYMYXIN  B-BACITRACIN 

OINTMENT 


for  topical  antibiotic  therapy  with  minimum 
risk  of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms,  including 
fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 

Supplied  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional 
Services  Dept,  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  N.Y. 
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even  better  together 
in  mild  hypertension 

Serpasir-Esidrir 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 


even  better  blood  pressure 
reduction— because  2 
anti  hypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com* 
ponent,  often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits— 
because  complementary 
actions  of  2 antihypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasil-Esidrix 

Combination  Tabiets 

Please  see  following  page  for  prescribing  information. 


SerpasN-Esidrix^ 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects;  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  fn 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#1.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide:  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide:  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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IN  MEMORIAM 


JAMES  RUSSELL  SICKLER,  M.D. 
1909-1967 


Dr.  James  R.  Sickler,  of  Tucson,  Arizona,  a 
fellow  in  pediatrics  in  the  Mayo  Graduate  School 
of  Medicine  from  1936  to  1939,  died  on  Janu- 
ary 4,  1967. 

Dr.  Sickler  was  born  in  Braddock,  Pennsyl- 
vania, on  September  20,  1909.  He  was  graduated 
from  the  high  school  at  Wilkinsburg,  Pennsyl- 
vania, in  1927,  and  from  1928  to  1931  was  en- 
rolled in  Washington  and  Jefferson  College  at 
Washington,  Pennsylvania.  He  then  entered  the 
Temple  University  School  of  Medicine  in  Phila- 
delphia, receiving  the  degree  of  doctor  of  medi- 
cine in  1935.  He  was  elected  to  membership  in 
the  Hickey  Physiological  Society  and  the  Bab- 
cock Surgical  Society  at  Temple  University.  From 
July  1,  1935,  to  July  1,  1936,  he  was  an  intern 
in  the  Pittsburgh  Hospital  in  that  city. 

Dr.  Sickler  came  to  Rochester,  Minnesota,  on 
July  1,  1936,  as  a fellow  in  pediatrics  of  the 
Mayo  Graduate  School  of  Medicine,  with  a minor 
sequence  in  pathology.  In  1939  he  received  the 
degree  of  master  of  science  in  pediatrics  from 


the  University  of  Minnesota.  The  title  of  his 
dissertation  was:  “A  Study  of  the  Bactericidal 
Activity  of  Sulfanilamide  in  Urine  at  Various 
Levels  of  Hydrogen  Ion  Goncentration.”  He  left 
the  Mayo  Graduate  School  of  Medicine  in  that 
year  to  return  to  Pennsylvania. 

In  1940  Dr.  Sickler  entered  into  the  practice 
of  pediatrics  in  Tucson,  Arizona.  In  1942  he  was 
certified  as  a specialist  in  pediatrics  by  the  Amer- 
ican Board  of  Pediatrics,  Inc.;  in  the  same 
year  he  entered  the  Medical  Gorps  of  the  Army 
of  the  United  States  with  the  grade  of  captain; 
he  was  released  to  civil  life  in  1946  with  the 
grade  of  major.  He  then  returned  to  his  prac- 
tice in  Tucson. 

Dr.  Sickler  was  a fellow  of  the  American  Aca- 
demy of  Pediatrics  and  a member  of  the  Amer- 
ican Medical  Association,  the  Southwestern 
Medical  Association,  the  Arizona  Medical  Asso- 
ciation, the  Pima  Gounty  Medical  Society  and 
the  Phi  Sigma  biology  honor  society. 
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samples  available  on  request 


APPROVED 


To:  Arizona  AAedical  Association 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Arizona  85251 

Please  send  me hundred  approved  insurance 

forms  costing  $1.50  per  hundred. 

Name  


COST:  $1.50  per  hundred 


I Address 

I Bill  AAe:  □ Payment  Enclosed:  □ 
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of  Camelb?ck  Hospital 
is  one  of  relaxed  Western  living. 

Looking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area. 

The  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 
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PHOENIX,  AR| 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYC| 

A Non-Profit  Corp| 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 

• j 

near  picturesque  Camelback  Mountain,  the  hospital  is 

dedicated  exclusively  to  the  treatment  of  psychiatric 

and  psychosomatic  disorders,  including  alcoholism.  | 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATP. 
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B and  C vitamins  are  therapy:  Therapeutic  amounts  of  B and  C in  stress 
formula  vitamins  often  are  vital  during  periods  of  physiologic  stress. 
STRESSCAPS  capsules,  designed  to  meet  increased  metabolic  demands,  aid  in 
achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After  sur- 
gery, as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains; 

Vitamin  B|  (Thiamine  Mononitrate)  10  mg 


Vitamin  83  (Riboflavin)  10  mg 

Vitamin  (Pyridoxine  HCI)  2 mg 

Vitamin  Bij  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake;  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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Arizona  Medicine 


February  2, 1967 


Paul  B.  Jarrett,  M.D.,  President 
Arizona  Medical  Association 
4601  North  Scottsdale  Road,  Suite  201 
Scottsdale,  Arizona  85251 

Dear  Doctor  Jarrett: 

It  is  with  deep  regret  and  considerable  con- 
cern that  I note  in  your  last  ArMA  Medical 
Memos  that  the  status  at  state  level  of  MD-DO 
relationship  has  been  changed.  As  chairman  of 
the  previous  state  subcommittee  for  Allied  Pro- 
fessions, the  report  of  February  29,  1964,  rec- 
ommending that  voluntary  relationship  with  doc- 
tors of  osteopathy  remain  unethical  was  unani- 
mously arrived  at  for  reasons  so  stated  in  that 
report.  I am  not  personally  aware  of  any  change 
in  osteopathy  in  our  state  which  would  alter  the 
vahdity  of  such  reasoning. 

It  is  indeed  unfortunate  that  the  AMA’s  rule 
for  such  a change  in  status  at  the  national  level 
does  not  provide  more  specific  guidehnes  for 
states  to  follow;  I would  more  bluntly  imply  lack 
of  foresight  and  leadership  in  such  action.  With 
the  single  exception  of  California,  where  state- 
level  amalgation  altered  the  osteopathy  problem 
at  its  root,  there  has  been  nothing  but  confusion 
arising  from  efforts  to  conform  to  the  national 
directive. 

By  ArMA’s  new  directive,  unless  by  some 
means  altered,  the  local  societies  wiU  be  con- 
fronted by  a host  of  problems  heretofore  kept 
under  a single  cap  at  state  level  of  “medical 
ethics.”  As  I see  it,  the  most  effective  means  of 
leverage  we  had  toward  an  eventual  solution 
to  the  problem  rested  at  the  state  level  of  non- 
professional association.  The  very  rare  problems 
in  the  past  occurring  in  outlying  counties  ( where 
MD’s  were  given  permission  to  practice  in  DO 
built  hospitals  where  they  were  the  only  exist- 
ing facilities ) could  easily  be  directed  from  state 
level.  At  the  same  time  a host  of  other  small 
community  hospitals,  where  DO  participation 
has  long  been  sought  by  the  DO’s,  were  able  to 
legally  resist  such  efforts.  This  will  no  longer 
be  possible.  Furthermore,  all  tax  supported  hos- 
pitals under  ArMA’s  new  approach  will  face 
possible  staff  applications  from  DO’s  with  legal 


precedent  for  this  having  been  established,  in 
New  Jersey  I believe.  All  voluntary  health  agency 
boards,  heretofore  strictly  under  MD  control, 
will  now  face  changes  which  would  alter  sig- 
nificantly the  future  of  these  agencies. 

In  short,  the  new  course  offered  by  ArMA  does 
not  offer  the  solution  for  the  problem  of  quality 
control  of  medical  care  offered  by  DO’s  and 
suggests  acceptance  of  the  concept  of  two  types 
of  medicine.  With  the  coming  of  a new  School  of 
Medicine  in  Arizona,  surely  some  means  of  total 
amalgamation  could  be  sought  for  these  123  DO’s 
(1964  figure) which  would  correct  the  problem 
locally  forever.  I see  no  chance  of  this  happen- 
ing by  placing  the  burden  of  decision  one  step 
lower  to  the  local  society  level. 

Sincerely  yours, 
C.  W.  Kurtz,  M.D. 


February  14,  1967 

Clyde  W.  Kurtz,  M.D. 

550  West  Thomas  Road 
Phoenix,  Arizona  85013 

Re:  M.D.— D.O.  Relationship 

Dear  Doctor  Kurtz: 

As  a member  of  ArMA’s  Executive  Committee 
your  communication  to  Dr.  Paul  Jarrett  under 
date  of  February  2nd  has  come  to  my  attention. 
Your  final  paragraph  in  which  you  intimate 
that  an  amalgamation  could  be  sought  somehow 
in  the  educational  potential  possibly  to  be  af- 
forded to  Doctors  of  Osteopathy  by  means  of 
the  presence  of  a College  of  Medicine  at  the 
University  of  Arizona  is  timely,  very  much  in 
order  and  indeed  a method  of  approach  pre- 
viously not  possible. 

Allow  me,  as  a general  practitioner  in  an  iso- 
lated area  of  this  state  for  over  25  years,  to  pre- 
sent you  with  a few  observations  conceivably 
explaining  some  of  the  recent  action  of  the  Board 
of  Directors. 

1.  Recent  D.O.  graduates  me  much  more  ca- 
pable than  in  years  past  educationally  — in 
training  and  in  experience. 
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2.  A recent  involvement  at  a local  hospital 
was  exceptionally  well  handled  and  resolved  for 
the  time  being  by  the  loeal  county  medical  so- 
ciety without  involving  the  state  legally,  expense- 
wise  or  in  any  other  manner. 

3.  An  appreciable  hesitance  on  the  part  of 
larger  county  societies  to  assume  a lead  in  edu- 
cation, training  or  in  any  other  manner  leading 
to  an  ethical  and  professional  relationship  has 
historically  always  been  apparent. 

4.  As  accomplished  in  California,  amalgama- 
tion must  in  fact  originate  on  an  educational 
standard  with  the  approved  ethical  and  profes- 
sional overtones. 


5.  Any  proper  appropriate  relationship  must 
of  necessity  be  considered  at  the  state  level. 

In  the  final  analysis  I do  not  think  the  change 
has  altered  anything  except  possibly  opening 
some  avenues  of  communication  that  previously 
had  been  blocked. 


Very  truly  yours, 
Arnold  H.  Dysterheft,  M.D. 


AMERICAIM 
MEDICAL  BUILDIIMG 
GUILD 

. . . designs  and  constructs  medical 
buildings  from  coast  to  coast 

WESTERN  MEDICAL  BUILDINGS,  INC.  is  a 
division  of  the  AMERICAN  MEDICAL  BUILD- 
ING GUILD  formed  to  serve  the  medical  pro- 
fession in  the  Western  United  States.  WEST- 
ERN MEDICAL  BUILDINGS,  INC.  is  fully 
staffed  with  specialists  experienced  in  medical 
building  design  and  construction  in  this  area 
of  the  country. 


For  a 12-page,  color  brochure  write  — 

WESTERN  MEDICAL  BUILDINGS,  INC. 

(Div.  of  AMERICAN  MEDICAL  BUILDING  GUILDS 

5135  Harbor  Drive,  Suite  ‘E’ 

San  Diego,  California  92106 
Telephone  collect  (714)  224-2793 


• EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution;  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WTTHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & GO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethicat  pharmaceuticals  sirwe  1856 
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The  fullT/T  grain  of  phenobarb'in"  fheTormula  - 

takes  the  nervous  edge  off  the  pain 
...helps  bring  out  the  best  in  codein 


Phenaphen 
vith  Codeine 


the  only  leading  compound 
analgesic  that  calms 
instead  of  caffeinates 


ach  capsule  contains: 

henobarbital  (%  gr.) 16.2  mg. 

(Warning:  may  be  habit  forming) 

spirin  {2V2  gr.) 162.0  mg. 

henacetin  (3  gr.) 194.0  mg. 

lyoscyamine  sulfate 0.031  mg. 

'Odeine  phosphate % gr.  (No.  2), 

V2  gr.  (No.  3),  1 gr.  (No.  4) 
(Warning:  may  be  habit  forming) 


Contraindications:  Hypersensitivity  to  any  ingredient. 
Precautions:  As  with  all  phenacetin-containing  products,  avoid 
excessive  or  prolonged  use. 

Side  Effects:  Side  effects  are  uncommon  — nausea,  constipation, 
and  drowsiness  have  been  reported. 

A.  H.  ROBINS  CO..  INC.,  Richmond.  Va.  23220 


■•COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY, 


For  the  taste 
you  never 

get  tired  of. 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 
CUTTER  AVIATION  f I N C . SKY  HARBOR,  PHOENIX 

I 

Radai  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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Photo  professionally  posed 


MiKe  expects  a penicillin  iniection. 
He’s  about  to  be  pleasantly  surprised. 


His  physician  is  going  to  prescribe  an  oral  penicillin 
— Pen*Vee®  K (potassium  phenoxymethyl  penicillin). 
It’s  usually  so  rapidly  and  completely  absorbed  that 
therapeutic  serum  levels  are  produced  in  15  to  30 
minutes.  Higher  serum  levels  generally  last  longer 
than  with  oral  penicillin  G. 

Indications:  infections  dueto  pathogens  susceptible  to  oral  penicillin  G. 
Prophylaxis  of  rheumatic  fever  in  patients  with  previous  history  of  the 
disease. 

Precautions:  Skin  rash,  symptoms  resembling  those  of  serum  sickness, 
or  other  manifestations  of  penicillin-allergy  may  occur.  Measures  for 
treating  anaphylaxis  should  be  readily  available:  epinephrine,  oxygen 
and  pressor  drugs  for  relief  of  immediafe  allergic  reactions;  anti- 


histamines and  corticosteroids  for  delayed  effects.  Penicillin  may  delay 
or  prevent  the  appearance  of  primary  syphilitic  lesions.  Patients  with 
gonorrhea  who  are  suspected  of  concurrent  syphilitic  infections  should 
be  tested  serologically  for  at  least  3 months.  Where  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  ol 
penicillin.  As  with  other  antibiotics  overgrowth  of  nonsusceptible 
organisms  may  occur;  if  so,  discontinue  and  take  appropriate  measures. 
Treat  3-hemolytic  streptococcal  infections  with  full  therapeutic  dosage 
for  at  least  10  days  to  prevent  development  ol  rheumatic  fever  or  glo- 
merulonephritis. 

Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity 

Composition:  Tablets— 125  mg.  (200,000  units)  and  250  mg.,  (400,000 
units);  Liquid— 125  mg.  (200,000  units)  and  250  mg.  (400,000  units) 
per  5 cc.  Wyeth  Laboratories  Philadelphia,  Pa. 


Peh  • Vee®  K 

(potassium  phenoxymethyl  penicillin) 


“Wine  is  constant  proof 

that  God  loves  us  and 
loves  to  see  us  happy” 


-BENJAMIN  FRANKLIN 


DEAR  DOCTOR: 

Ben  was  right,  Doctor,  as  usual.  The  warm  California  sunshine 
that  blesses  our  vineyards  becomes,  for  you,  a glass  of  happi- 
ness and  good  fellowship.  Try  a bit  of  wine  with  your  dinner 
tonight. 

Especially  if  you  go  home  tired  and  tense.  Because  as  a physi- 
cian you  know.  Doctor,  how  wine  can  help  relieve  tension;  is 
euphoric  for  the  elderly  patient  and  serves  as  a source  of 
energy;  goes  well  with  many  prescribed  diets  in  diabetes  and 
cardiovascular  disease. 

Speaking  of  patients,  we’d  like  to  send  you,  free,  the  64-page 
booklet,  "USES  OF  WINE  IN  MEDICAL  PRACTICE,”  newly 
revised.  It  summarizes  the  findings  of  a quarter  century  of 
scientific  research  on  this  subject  in  America  and  Europe.  We 
believe  you  will  find  it  useful  in  your  practice. 

We’d  also  like  to  send  you  (to  make  your  wife’s  menu  plan- 
ning easier,  and  your  meals  more  delicious),  our  free  24-page 
booklet,  "WINE  COOKERY-THE  EASY  WAY.” 

Just  drop  us  a note  for  these  two  free  booklets.  And  here’s 
a California  toast  to  your  own  health.  Doctor,  with  wine . . . 
"iSalud!” 


WINE  ADVISORY  BOARD,  717  MARKET  ST.,  DEPT.  3,  SAN  FRANCISCO,  CALIF.  94103 
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(TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


RHEUMATIC  FEVER  — CONTimiNG  PROBLEM 


. Arizona's  New . Rheumatic  Rever  Prophy* 
laxis  Program  assists  the  physician  in  follow^ 
up  of  patients  on  prophylactic  medication. 


The  Arizona  Rheumatic  Fever  Prophylaxis 
Program,  which  began  October  1,  1966,  deserves 
our  attention  and  support.  This  program  was 
developed  through  the  cooperative  efforts  of 
the  Arizona  Medical  Association,  Arizona  Heart 
Association,  Arizona  Pharmaceutical  Association, 
and  the  Arizona  State  Department  of  Health. 
It  is  under  the  supervision  of  an  Advisory  Coun- 
cil composed  of  members  from  the  sponsoring 
organizations  and  is  housed  in  the  Arizona  State 
Department  of  Health.  This  program  is  under 
teehnical  direction  of  the  Rheumatic  Fever  Reg- 
istrar and  all  records  are  confidential. 

Primary  goals  are: 

1.  gaining  information  about  the  incidence  and 
prevalenee  of  rheumatic  fever  and  rheuma- 
tic heart  disease  in  Arizona; 

2.  providing  low  cost  or  free  prophylactic 
medication  for  needy  patients; 

3.  distributing  current  literature  and  infor- 
mation about  rheumatic  fever  and  rheuma- 
tic heart  disease;  and 

4.  assisting  the  physician  in  follow-up  of  pa- 
tients on  prophylactie  medication. 
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With  this  program,  you,  the  physician,  deter- 
mine the  eligibility  of  the  rheumatic  fever  and 
rheumatic  heart  disease  patient  for  enrollment  in 
the  registry.  You  may  register  patients  with  a 
past  history  of  rheumatic  fever  or  rheumatic 
heart  disease  as  well  as  acute  cases  of  rheumatic 
fever  by  submitting  completed  application  forms 
furnished  by  the  registrar.  Four  prescription 
blanks  for  each  patient  are  mailed  to  you  the 
date  their  application  is  received.  The  prescrip- 
tion blanks  are  dated  for  3-month  intervals  and 
it  is  suggested  that  you  write  each  prescription 
to  cover  a 90  day  supply  of  medication.  You 
may  give  all  four  prescriptions  to  the  patient 
at  one  time,  or  you  may  prefer  to  have  him  re- 
turn at  regular  intervals. 

The  patient  may  have  the  prescription  filled 
at  a pharmacy  of  his  choice.  The  pharmacist 
retains  the  original  of  the  prescription  for  his 
files  and  returns  the  yellow  copy  to  the  Rheu- 
matic Fever  Registrar. 

Provision  is  made  for  those  patients  that  you 
feel  are  having  financial  problems  affording  the 
cost  of  prophylactic  medication.  If  you  wish  the 
registry  to  pay  for  the  drug,  you  may  indicate 
by  checking  “No  Fee”  on  the  application  form 
under  “Drug  Free  Request.”  This  is  coded  on 
the  prescription  blank  and  the  pharmacy  bills 
the  registry.  You  may  also  indicate  if  the  patient 
should  be  charged  a minimal  fee  or  the  regular 
price  for  the  medication. 

If  the  registrar  does  not  receive  the  yellow 
copies  of  the  prescription  at  3-month  intervals, 
you  will  be  notified  that  the  patient  is  probably 
not  maintaining  prophylactic  medication,  and 
instructions  are  requested  for  follow-up.  You 
may  request  assistance  from  a Public  Health 
Nurse,  from  the  personnel  of  the  local  chapter 
of  the  Heart  Association,  or  from  the  registry  in 
following  the  patient  and  re-establishing  medi- 
cation. Only  on  your  authority  as  the  attending 
physician  are  patients  contacted  by  telephone, 
mail,  or  personally  visited  and  urged  to  return 
to  you  for  care.  There  is  no  charge  to  the  patient 
or  the  physician  for  this  service. 

To  make  this  program  meaningful,  it  is  im- 
perative that  all  physicians  register  all  rheumatic 
fever  and  rheumatic  heart  disease  patients  with 
the  central  registry  regardless  of  the  method  by 
which  medication  is  procured. 


Scope  of  the  Problem 

An  examination  of  trends  in  reported  mor- 
tality data  or  a casual  conversation  with  a phy- 
sician in  active  general  practice  may  falsely 
suggest  that  rheumatic  fever  and  rheumatic  heart 
disease  are  problems  that  no  longer  warrant 
concern.  However,  despite  the  decline  in  re- 
ported mortality  from  rheumatic  fever  and  rheu- 
matic heart  disease,  the  1960  College  Rheumatic 
Fever  Study  analyzed  the  records  of  517,129 
college  freshmen  entering  137  colleges  over  a 5- 
year  period  and  indicated  prevalence  rate  of 
17.5  per  1,000  persons  in  the  age  group  18-21. 
Arizona  ranked  9th,  with  a rate  of  24.6  per  1,000. 
Students  were  classified  by  their  state  of  resi- 
dence, not  by  the  location  of  the  college.  In  a 
five-year  study  of  mortality  rates,  Arizona  ranked 
9th,  with  a 11.4%  per  100,000  deaths  in  1960. 

The  1966  data  from  the  U.  S.  Department  of 
Health,  Education  and  Welfare  estimates  Rheu- 
matic Fever  prevalence  in  Arizona  is  4,500  cases 
between  15  and  24  years  of  age.  A conservative 
estimate  of  potential  size  of  the  central  registry 
is  9,000  cases.  The  number  on  this  registry  should 
be  by  definition  the  number  needing  prophy- 
lactic care.  In  1965,  only  149  persons  were  re- 
ported as  being  on  continuous  prophylaxis  in  the 
State  of  Arizona. 

For  the  prophylaxis  of  rheumatic  fever,  the 
American  Heart  Associations  recommendations 
are: 

“any  person  who  has  suffered  an  attack  of 
rheumatic  fever  should  receive  prophylactic 
medication  indefinitely,  particularly  if  rheu- 
matic heart  disease  is  present.  This  can  be: 

1.  Penieillin  200,000  or  250,000  once  or  twice 
a day  by  mouth  or 

2.  Benzathine  penicillin  G,  1,200,000  units 
intramuscularly  once  a month  or 

3.  0.5  to  1.0  gm  of  sulfadiazine  by  mouth 
daily.” 

Rheumatic  fever  recurrence  and  its  complica- 
tions can  be  controlled  by  an  effective  rheumatic 
fever  prophylaxis  program,  but  only  if  supported 
by  all  the  physicians  of  the  state.  This  would 
be  a good  time  to  sean  your  office  and  hospital 
records  for  possible  applicants  and  contact  the 
Rheumatic  Fever  Registrar,  Arizona  State  De- 
partment of  Health,  1624  West  Adams,  Phoenix, 
Arizona  85007,  (Phone  271-4861)  for  applica- 
tion forms  and  information. 
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Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated: one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 


Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 


SEARLE 


Research  in  the  Service  of  Medicine 
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In  peptic  ulcer... 
iitfi  antacid 


therapy 

•Ls  ^J^Sb  \ • ~l 

a 

new 
benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome, 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 
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FUTURE 

MEDICAL  MEETINGS 


1967  Scientific  Session  of  the  American  Cancer  Society 

May  3,  1967 

Sheraton-Dallas  Hotel  — Dallas,  Texas 

Sessions  are  open  to  all  members  of  the  Medical  Professions  and  Students. 

No  advance  registration  or  registration  fee. 

Theme:  CURRENT  CONCEPTS  IN  ETIOLOGY  AND  DIAGNOSIS  OF  CANCER 


Partial  listing  of  Speakers  and  Topics: 

Viruses  and  Vaccination  in  Cancer 

James  T.  Grace,  Jr.  M.D. 

Assistant  Director 

Roswell  Park  Memorial  Institute 

Buffalo,  New  York 


Carcinogenic  Effects  of  Tobacco  Usage 

Oscar  Auerbach,  M.D, 

Senior  Medical  Investigator 
Veterans  Administration  Hospital 
East  Orange,  New  Jersey 

The  Carcinogenic  Hazards  of  Diagnostic  and 
Therapeutic  Radiation 

Justin  J.  Stein,  M.D. 

Professor  of  Radiology  and 
Chief,  Radiation  Therapy  Division 
University  of  California  Medical  Center 
Los  Angeles,  California 


The  Carcinogenic  Hazards  of  Atomic  Radiation 

Albert  DeCoursey,  M.D. 

Director  of  Research 
Trinity  University 
San  Antonio,  Texas 

What  Constitutes  an  Adequate  Periodic  Health 
Examination? 

Emerson  Day,  M.D. 

Director 

Strang  Clinic 

New  York,  New  York 

Proctoscopy  for  Cancer  Detection  in  Asymptomatic 
Patients  — What  Age  and  How  Often? 

Robert  J.  Rowe,  M.D. 

Doctors  Building 
3707  Gaston  Avenue 
Dallas,  Texas 

The  Pap  Smear  — What  Technique  and 
How  Frequent? 

W.  A.  D.  Anderson,  M.D. 

Chairman,  Department  of  Pathology 
University  of  Miami  School  of  Medicine 
Coral  Gables,  Florida 
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Doctor:  Cut  your  hilling  and  bookkeeping  costs! 

The  Valley  Bank  offers  you  “Medac"  - Arizona's  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation) . 


CONTACT  ANY  VALLEY  BANK  OFFICE 


in  Phoenix 
Bud  Gray  261-1317 


or  phone: 


in  Tucson 

Don  Markle  624-8711 


iiledical  CeHte/-  and  Clinical  i,a(wtaUi-^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 

I 
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child  psyc 


m 


j^'~ 


HI 


nw 


psycho^ 
clinical  psychology 

and  family  counselling 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OnO  L.  BENDHEIM,,  M.D. 
PAUL  M,  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 

. GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


5051  NORTH  34th  STREET 
PHOENIX  IS,  ARIZONA 
955-6200 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  — 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko— op'er— a'shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


\ 

i 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 

These  advantageous,  time-saving  features: 

® Adjoining  Scottsdale  Baptist  Hospital  • Spacious  parking  lot  for  patients 

® Heat,  Air  Conditioning,  all  electric  service,  ® Covered  parking  for  tenants 
daily  janitor  service  furnished 

DENTIST  DENTAL  LAB.  OBSTETRICS  & GYNECOLOGY  PSYCHIATRY 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake  Roy  O.  Young,  M.D.  Murray  Urie,  M.D. 

Patrick  Ryan,  D.D.S  Gregory  C.  Smith,  M.D.  GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  PHYSICAL  THERAPIST  RADIOLOGY  OTHERS 

Thomas  B.  Jarvis,  M.D.  Jean  Hoffman,  R.P.T.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 
Fred  C.  Schoene,  M.D.  Scottsdale  ©pticians 

For  Leasing  Information  Call  946-9091 
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Pharmacy  Directory 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  • Tempe 
Maryvale  - Glendale  - Westown  > Sunnyslope 
Paradise  Hills  - Carefree  - Apache  Junction 
Globe  - Miami  - Casa  Grande  - Wickenburg 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-5719  FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Electroencephalographer  seeking  full  or  part- 
time  position.  Extensive  clinical  and  laboratory 
background.  Interested  In  establishing  a new 
service.  Reply:  Box  67-2,  ARIZONA  MEDICINE, 
4601  N.  Scottsdale  Road,  Scottsdale,  Arizona 
85251. 
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Classified 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


Attention:  Immediate  opening  for  physician  in- 
terested in  Group  General  Practice  in  Arizona. 
New  clinic  and  hospital  facilities.  No  invest- 
ment or  equipment  necessary.  Industrial  con- 
nection allows  immediate  salary  — $24,000 
guaranteed.  Will  accept  draft  eligible  physi- 
cian. Write  Drawer  M,  Miami,  Arizona. 


General  Surgeon  desires  Group  or  Associate 
practice  in  Phoenix  area.  General  Surgery 
Board  Eligible  July  1967.  Military  service  com- 
pleted; age  30.  Contact:  Box  67-1,  ARIZONA 
MEDICINE,  4601  North  Scottsdale  Rd.,  Scotts- 
dale, Arizona  85251. 


FOR  LEASE:  Complete  office  of  the  late  D.  W. 
Hess,  M.D.,  544  S.  6th,  Tucson,  Arizona.  En- 
tire office:  X-ray,  EKG,  BMR,  Diathermy,  lab 
equipment,  records,  etc.  3 bedroom  apartment 
included.  $200.00  per  month  or  best  offer. 
Contact:  D.  H.  Leavitt,  Management  Consultant, 
1615  West  Mission,  Phoenix,  Arizona  85021. 
Telephone:  944-1228. 


24-HOUR  AMBULANCE  SERVICE 


MOTOR  AND  AIR 


A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 

AU  2-341  1 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 


ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOGTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTICE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDIGINE  & GARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Gumn,  M.D. 

OBSTETRIGS  & GYNEGOLOGY 
Roy  O.  Young,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 
ORTHODONTIST 

James  G.  Toye,  D.D.S. 

ORTHOPEDIG  SURGERY 
Malcolm  F.  Dorfman,  M.D. 

PATHOLOGY 

G.  H.  Strickland,  M.D. 

Fred  G.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

THORAGIC  CARDIOVASGULAR  SURGERY 
Garl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Jean  Hoffman,  Reg.  Physical  Therapist 
Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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Additiortal  Information  available' 
to  the  medical  profession  upon  request. 

Eli  Lilly  and  Company 
- Indianapolis,  Indiana  46206 


e'illil 


700610 


Each  Pulvufe®  contains  65  mg.  propoxy^ 
227  mg,  aspirin,  162  mg.  phenacetin,  and 
32.4  mg.  caffeine. 


Darvon®  Comp 


ZZWb  ‘ooFTOU^JJ  uT?s 

snssuujuj  ^ 

jCjBjqTT 

JO  AiTEJeATun 


whatever  their  color, 
ape,  or  size... 

Benadryl 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


for  control  of 
a I lerg  ic  sym  ptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas* 
modic  action.  INDICATIONS:  Antihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REACTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ooec? 


FARKE-DAVIS 


ulmxin 


HM/&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA 


/3;| 


IND  SELECTED  CASES  OF  PREMATURE  LABOR  AND  2ND 


AND  3RD  TRIMESTER  THREATENED  ABORTION 


In  controlling  abnormal  uter- 
ine activity,  LUTREXIN,  the 
non-steroid  "uterine  relaxing 
factor"  has  been  found  to  be 
the  drug  of  choice  by  many 
clinicians. 


No  side  effects  have  been 
reported,  even  when  massive 
doses  (25  tablets  per  day)  were 
administered. 


Literature  on  indications  and 
dosage  available  on  request. 


Supplied  in  bottles  of 
twenty-five  3,000  unit  tablets. 


Ji 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 

( LTRZZ  ) 


in  vivo  measurement  of  LUTREXIN  (Lututrin)  on  contracting  uterine  muscle 


I 


/ 


For  adolescents,  acne  is  “...an  af- 
fliction which  immediately  separates 
these  people  from  their  confreres.'* 
Washing  with  pHisoHex,  from  the 
first  sign  of  acne,  can  help  your  pa- 
tients— even  with  severe  forms 
through  the  “acne  decade"  (12-22). 
Three  or  four  thorough  daily 
washes  with  powerful,  antibacterial 
pHisoHex  enhance  any  acne  regi- 
men. Faster,  better  results  help  re- 
store self-confidence. 
pHisoHex  builds  a cumulative  bac- 
teriostatic film  of  hexachlorophene 
to  protect  acne  skin  between  wash- 
ings, helps  check  the  "infection  fac- 


tor." pHisoHex  is  especially  effec- 
tive against  Staph— a frequent  in- 
vader of  acne  lesions. 

A much  more  surface-active  deter- 
gent than  soap,  pHisoHex  removes 
dirt,  emulsifies  oil  and  cleanses 
acne  skin  rapidly  and  thoroughly, 
including  orifices  of  the  sebaceous 
glands,  sweat  glands  and  hair  fol- 
licles. pHisoHex  is  nonalkaline,  hy- 
poallergenic and  “kind"  to  skin. 
pHisoAc®,  a keratolytic  skin-toned 
cream,  is  recommended  with 
pHisoHex  for  local  treatment  in 
acne.  pHisoAc  dries,  peels  and 
masks  lesions,  helps  prevent  come- 


dones, pustules  and  scarring.  It  con- 
tains colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent  and  hexa- 
chlorophene 0,3  per  cent.  Odorless, 
nongreasy  and  pleasant  to  use.  | 
pHisoHex  is  supplied  in  squeeze  I 
bottles  of  5 oz.  and  1 pint  and  in  j 
unbreakable  bottles  of  1 gal.  | 

pHisoAc  is  supplied  in  tubes  of  Vh  ! 
oz.,  also  available  in  a combination  : 
package  with  a 5-oz.  squeeze  bot-  I 
tie  of  pHisoHex. 

♦Kiigman,  A.  M.,  in  Ludwig,  G.  D..'  and 
Elsom,  Katherine  O.  (Eds.):'  Am.  Pract.  , 
13:200,  March,  1962,  : 

pHiSoHex  and  pHisoAc.  trademarl<s reg.  U.S.  Pat. OH.  i 
Wmthrop  Laboratories.  New  York,  N.Y,  10D16  ; 


antibacterial  skin  detergent  with  3®/o  hexachlorophene 

is  always  “right” 
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Sleep-interfering 
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can  usually  be  relieved 
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EQUANIL® 
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prescribed,  especially  for  patients  prone  to  overdose 
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“George  wants  to  know  if  it’s  okay  to  take  his  cold 
medicine  now.  Doctor,  instead  of  seven  o’clock?” 
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The  long-continued  action  of  Novahistine  LP 
should  help  you  both  get  a good  night's  sleep. 
Two  tablets  in  the  morning  and  two  in  the  evening 
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secretion  and  ciliary  activity— normal  physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains:  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 

NOVAHISTINr  LP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 


May,  1967 


401 


m 

alcoholism: 


B and  C vitamins  aid  therapy.  Therapeutic  amounts  of  B and  C vitamins  can 
be  important  in  the  management  of  the  alcoholic  patient.  In  alcoholism,  as  in 
many  chronic  illnesses,  STRESSCAPS  vitamins  aid  therapy. 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg 

Vitamin  Bj  (Riboflavin) 

10  mg 

Vitamin  Bj  (Pyridoxine  HCI) 

2 mg 

Vitamin  Bn  Crystalline 

4 mcgm 

Vitamin  C (Ascorbic  Acid) 

300  mg 

Niacinamide 

100  mg 

Calcium  Pantothenate 

20  mg 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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A journal  within  a journal  published  quarterly  in  the  interests 
of  better  medicine  by  Dorsey  Laboratories,  a division  of  The 
Wander  Company,  Lincoln,  Nebraska.  Address  communica- 
tions to  Raymond  C.  Pogge,  M.D.,  Director  of  Medicine. 
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he  ubiquitous  world  of  summer  allergies 


Donald  L Unger,  M.D.  • Clinical  Assistant  Professor,  Department  of  Medicine  (Allergy),  Stritch  School  of  Medicine  (Loyola). 


In  the  Spring  a young  man’s  fancy  lightly  turns  to 
thoughts  of— allergies.  This  is  at  least  true  of  the 
10%  of  the  population  who  have  hay  fever  and  the 
4%  who  have  asthma.^  The  snow  melts,  the  trees 
blossom  and  the  noses  run.  Patients  who  were  fine 
all  winter  may  not  be  enthralled  by  the  sight  of  the 
first  robin  or  the  blossoming  of  a crocus,  for  their 
appearances  may  precede  the  "sneezin’  season.’’ 

Allergies  in  general  can  be  divided  into  winter  aller- 
gies and  summer  allergies.  In  the  winter  the  main 
problems  are  inside  the  house:  e.g.  dogs,  cats,  dust 
and  feathers.  Houses  in  the  northern  half  of  the 
country  become  so  dry  that  it  becomes  essential  to 
add  humidity  to  the  home;  this  is  a far  cry  from  the 
damp  summer  months  with  the  moldy  basements 
and  need  for  dehumidifiers. 

P 

warly  in  April  trees  begin  to  pollinate,  with  each 
tree  having  about  a two  week  period  of  pollination. 
A particular  patient  may  be  sensitive  to  only  one  tree 
and  thus  have  his  hay  fever  for  such  a short  time  that 
he  thinks  he  has  a cold.^  The  entire  tree  season  starts 
about  April  1 and  ends  about  Memorial  Day,  al- 


though all  hay  fever  seasons  are  blurred  and  pro- 
longed in  the  southern  part  of  the  country.  Tree 
pollen  is  usually  very  heavy  and  a person  may  well 
have  most  of  his  exposure  from  those  trees  immedi- 
ately surrounding  his  home. 

Grasses  pollinate  from  about  May  15  until  July  4, 
and  cause  "rose  fever.’’  Grass  pollens  are  somewhat 
lighter  and  more  buoyant  than  tree  pollens,  and  are 
much  more  ubiquitous.  While  there  are  several 
varieties  of  grasses  in  the  United  States,  they  are  so 
closely  related  antigenically  that  a person  sensitive 
to  one  is  generally  sensitive  to  them  all.^  Thus,  while 
the  tree  season  is  really  several  small  seasons  inter- 
twined, the  grass  season  will  usually  result  in  symp- 
toms for  a more  prolonged  period.  Obviously,  a 
grass-sensitive  patient  will  have  trouble  only  when 
grass  is  pollinating— he  will  have  to  think  of  another 
excuse  not  to  mow  the  lawn  after  July  4. 

iagweed  is  the  "Big  Daddy’’  of  them  all  in  the  east- 
ern two-thirds  of  the  country.  Pollination  is  gener- 
ally from  mid-August  until  the  end  of  September, 
with  the  predicted  lower  counts  and  longer  seasons 


in  the  southern  part  of  the  country.  Ragweed  is  a 
very  light  pollen  which  may  be  windborne  for  hun- 
dreds of  miles.  An  interesting  study  was  made  in 
New  York  City,  in  which  90%  or  more  of  the  rag- 
weed plants  were  destroyed  in  three  of  the  five  bor- 
oughs; pollen  counts  done  during  the  season  were 
virtually  identical  in  all  five."* 

Ragweed  is,  of  course,  the  most  common  cause  of 
hay  fever  and  is  associated  with  an  incredible  loss 
of  man  hours  from  work  each  year.  Many  is  the  pa- 
tient who  travels  to  areas  where  the  pollen  count  is 
low,  just  to  avoid  having  symptoms.  There  is  no 
ragweed  anywhere  in  the  world  except  the  United 
States  and  portions  of  Canada  and  Mexico. 
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hile  molds  are  present  through  the  year,  the  most 
important  ones  predominate  from  April  until  No- 
vember. An  old  wives’  tale  has  ragweed  ending 
with  the  first  frost,  when  actually  it  ends  a good 
month  earlier.  It  is  Alternaria— the  kingpin  of  the 
molds— that  meets  a sudden  demise  with  the  first 
frost.  Alternaria-sensitive  patients  are  in  their  glory 
when  there  is  snow  on  the  ground,  and  might  be 
ideally  suited  to  man  the  radar  stations  in  Alaska.  In 
September  and  October,  Alternaria  counts  are  at 
their  highest,  perhaps  associated  with  the  burning 
of  leaves.  Other  molds  such  as  Hormodendrum  and 


Helminthosporium  are  associated  with  the  warmer 
weather,  as  opposed  to  Penicillium  and  Aspergillus 
which  are  household  molds. 

Summer  also  means  the  return  of  our  much  maligned 
associates— bugs.  Insects  cause  allergic  symptoms  by 
two  methods:  the  bite  or  sting  of  the  Hymenoptera 
group,  and  the  inhalation  of  particles  of  the  bodies 
of  various  insects.  Wasp  stings  are  the  oldest  known 
form  of  allergy,  as  they  caused  the  death  of  one  of 
the  pharaohs  in  ancient  Egypt.^  Bees,  wasps  and 
hornets  account  for  many  deaths  in  this  country, 
and  those  sensitive  to  them  should  carry  special 
treatment  kits  at  all  times;  a few  minutes  delay  in 
the  administration  of  epinephrine  to  such  a patient, 
might  be  the  difference  between  life  and  death.  In- 
halation of  particles  of  insects  may  cause  sneezing 
and  wheezing  in  a susceptible  individual.^  Both  of 
these  forms  of  insect  allergy  may  be  benefitted  by 
hyposensitization. 

The  insect  recognizes  no  professional  bounds.  He  is 
as  apt  to  bite  the  physician  as  the  patient.  So  this 
season,  beware  of  bugs.  And  beware,  too,  of  poison 
ivy.  That  pleasant  stroll  through  the  woods  and 
underbrush  with  the  Boy  Scouts  might  turn  into  a 
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Each  timed-release  tablet  contains  phenylpro- 
panolamine hydrochloride  50  mg.,  pheniramine 
maleate  25  mg.  and  pyrilamine  maleate  25  mg. 

It’s  a comforting  thing  to  know 
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nightmare  for  the  botanically  uninitiated  in  the 
causes  of  thus  dermatitis  (poison  ivy,  poison  oak  and 
poison  sumac).  Although  you  may  have  been  care- 
ful, your  dog  may  not  have  noted  that  it  wasn’t 
clover  he  jumped  through,  but  poison  ivy.  His  re- 
turn to  your  side  may  give  you  the  thus  dermatitis 
that  you  so  carefully  avoided.  That  heavenly  camp- 
fire may  be  emitting  particles  of  thus  oil  to  produce 
an  airborne  contact  dermatitis  of  the  exposed  areas 
of  the  body. 

Another  fascinating,  but  rather  infrequent  type  of 
summer  allergy  is  physical  allergy.  Some  people 
sneeze  on  exposure  to  sunlight,  while  others  break 
out  in  rashes,  usually  on  the  exposed  parts  of  the 
body.  These  rashes  may  well  follow  the  administra- 
tion of  various  photosensitizing  drugs,  e.g.  demeth- 
ylchlortetracycline.^  Another  form  of  physical  aller- 
gy and  one  that  may  be  lethal  in  the  summer,  is  cold 
allergy.  Yes,  I mean  cold  allergy,  not  heat  allergy. 
The  cool  dip  on  a hot  day  with  its  consequent  sud- 
den chilling  of  the  body,  may  be  the  coup  de  grace 
for  a cold  sensitive  patient.^  It  is  customary  to  write 
"heart  attack”  on  the  death  certificate,  even  though 
the  victim  may  have  been  an  18-year-old  boy  who 
looks  like  a Greek  god. 

Lest  the  reader  be  depressed  by  this  saga  of  afflic- 
tions associated  with  the  warmer  months,  perhaps 
he  should  remember  that  it  is  also  a time  for  swim- 
ming, baseball,  lying  in  the  sun  and  taking  that 
long-planned  vacation.  So  let’s  all  join  in  a chorus 
of  "In  the  Good  Old  Summertime,”  as  we  sneeze, 
wheeze  and  scratch.  Be  careful  of  your  suntan  lotion, 
however;  it  may  cause  you  a contact  dermatitis. 
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For  summer  allergies,  summer 
colds, ornasal  congestion  dueto 
almost  any  cause,  you  prescribe 
quick  r-e-l-i-e-f  with  Triaminic. 
It's  ideal  for  summer  allergies: 

1.  Acts  in  15-30  minutes  due 
to  decongestant. 

2.  Follows  up  with  balanced 
dual  antihistamines. 

3.  Up  to  24-hour  'round  the 
clock  relief  when  dosed  one 
tablet  at  morning,  mid-after- 
noon and  evening. 

Summer  time  is  sport  time  and 
who  can  be  a sport  with  a runny 
nose? 


provide  patient  comfort 

Triaminic  relieves 

Each  timed-release  summer  allergies 


tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Side  effects:  Occasional  drowsiness,  blurred  vision, 
cardiac  palpitation,  flushing,  dizziness,  nervousness 
or  gastrointestinal  upsets. 

Precautions:  The  patient  should  be  advised  not  to 
drive  a car  or  operate  dangerous  machinery  if  drowsi- 
ness occurs.  Use  with  caution  in  patients  with  hyper- 
tension, heart  disease,  diabetes  or  thyrotoxicosis. 
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Rarely  does  an  editor  receive  surcease  from 
responsibility.  It  has  happened  in  this  issue  of 
Arizona  Medicine. 

The  contents  of  this  issue  are  such  that  any- 
thing I might  say  might  only  detract.  Our  Asso- 
ciate Editor,  George  A.  Spendlove,  M.D.,  has 
done  an  outstanding  job  in  the  compilation  of 
this  issue. 

Save  this  issue  and  refer  to  it  frequently.  It 
will  he  one  of  your  most  useful  references  on 
immunization. 

Roland  F.  Schoen,  M.D. 

Editor 
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THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 
Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 


VALIUM' 

(diazepam)Roche® 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Contraindications:  Infants,  patients  with  history 
of  convulsive  disorders,  glaucoma  or  known  hyper- 
sensitivity to  drug. 

Warning:  Not  of  value  in  the  treatment  of  psychotic 
patients,  and  should  not  be  employed  in  lieu  of  appro- 
priate treatment. 

Precautions:  Limit  dosage  to  smallest  effective 
amount  in  elderly  or  debilitated  patients  (not  more 
than  1 mg,  one  or  two  times  daily  initially)  to  pre- 
clude ataxia  or  oversedation,  increasing  gradually  as 
needed  or  tolerated.  As  is  true  of  all  CNS-acting 
drugs,  until  correct  maintenance  dosage  is  estab- 
lished, advise  patients  against  possibly  hazardous 
procedures  requiring  complete  mental  alertness  or 
physical  coordination.  Driving  during  therapy  not 
recommended.  In  general,  concurrent  use  with  other 
psychotropic  agents  is  not  recommended.  If  such 
combination  therapy  is  used,  carefully  consider  indi- 
vidual pharmacologic  effects  — particularly  with 
known  compounds  which  may  potentiate  action  of 
Valium  (diazepam),  such  as  phenothiazines,  bar- 
biturates, MAO  inhibitors  and  other  antidepressants. 
Advise  patients  against  simultaneous  ingestion  of 
alcohol  or  other  CNS  depressants.  Safe  use  in  preg- 
nancy not  established.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impend- 
ing depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function. 
Periodic  blood  counts  and  liver  function  tests  ad- 
visable in  long-term  use.  Cease  therapy  gradually. 

Side  Effects:  Side  effects  (usually  dose-related)  are 
fatigue,  drowsiness  and  ataxia.  Also  reported;  mild 
nausea,  dizziness,  blurred  vision,  diplopia,  headache, 
incontinence,  slurred  speech,  tremor  and  skin  rash; 
paradoxical  reactions  (excitement,  depression,  stim- 
ulation, sleep  disturbances,  acute  hyperexcited  states, 
hallucinations) ; changes  in  EEG  patterns  during  and 
after  drug  treatment.  Abrupt  cessation  after  pro- 
longed overdosage  may  produce  withdrawal  symp- 
toms (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting,  sweating)  similar  to  those  seen 
with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HCl. 


Dosage— A du/ts:  Mild  to  moderate  psychoneurotic 
reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psycho- 
neurotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcohol- 
ism, 10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg 
t.i.d.  or  q.i.d.  as  needed ; muscle  spasm  with  cerebral 
palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d.  Geriatric 
patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed  and  tolerated.  (See  Precautions) 


Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  50  and  500. 
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Arizona  Medicine 


ArMA  REPORTS 


ArMA  LIAISON  COMMITTEE 
WITH  ArHA 

Meeting  of  the  Liaison  Committee  with  the  Arizona 
Hospital  Association  of  The  Arizona  Medical  Association, 
Inc.,  held  Sunday,  March  5,  1967,  in  the  Convention 
Center  of  the  Safari  Hotel,  Scottsdale,  Arizona,  con- 
vened at  2:08  p.m.,  Melvin  Lloyd  Kent,  M.D.,  Chair- 
man, presiding. 


ROLL  CALL 

PRESENT:  Drs.  Dudley,  Jr.,  Arthur  V.,  Vice  Presi- 
dent; Dysterheft,  Arnold  H.,  President-Elect;  Henderson, 
Charles  E.,  Secretary;  Jarrett,  Paul  B.,  President;  Kent, 
Melvin  Lloyd,  Chairman;  Melick,  Dermont  W.;  Price, 
Robert  A. 

STAFF : Mr.  Carpenter,  Robert,  Executive  Secretary; 
Mr.  Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

CUESTS:  Drs.  Haggar,  David  K.,  Chief  of  Medical 
Staff,  Baptist  Hospital  of  Phoenix;  McDonald,  R.  T., 
representing  Steven  Spencer,  M.D.,  Chief  of  Medical 
Staff,  Flagstaff  Community  Hospital;  Price,  Robert  A., 
Chief  of  Medical  Staff,  Good  Samaritan  Hospital,  Phoe- 
nix; Kirschner,  Rudolph,  Chief  of  Medical  Staff,  Memor- 
ial Hospital,  Phoenix;  Miyauchi,  Yukio,  Chief  of  Medical 
Staff,  Northwest  Hospital,  Glendale;  Williams,  Warren 
S.,  Chief  of  Medical  Staff,  Palo  Verde  Foundation  for 
Mental  Health,  Tucson;  Taylor,  Ashton  B.,  Chief  of 
Medical  Staff,  St.  Joseph’s  Hospital,  Phoenix. 

EXCUSED:  Drs.  Lesemann,  Frederick  J.;  Mertz, 
George  H.;  Snyder,  Bertram  L. 


HOUSE  RESOLUTION  NO.  15 

For  the  benefit  of  the  Chiefs  of  Medical  Staff  invited 
to  attend  this  meeting  and  here  present.  Dr.  Kent  briefly 
reviewed  the  intent  and  purpose  of  Resolution  No.  15, 
adopted  by  the  House  of  Delegates  of  The  Arizona 
Medical  Association,  Inc.,  April  30,  1966,  importuning 
and  requesting  the  responsible  hospital  officials  to  pro- 
vide adequate  representation  by  physicians,  such  as  the 
Chief  of  Staff  and/or  physicians  duly  elected  by  the 
Medical  Staff,  on  the  Board  of  Directors  of  each  hospital. 
He  further  reviewed  the  outcome  of  a meeting  first  held 
between  his  Committee  and  a similar  one  representing 
the  Arizona  Hospital  Association,  to  which  Presidents  or 
Chairmen  of  Boards  of  Directors  of  Hospitals  were  in- 
vited. The  meeting  was  then  opened  for  discussion,  and 
the  varying  situations  existing  at  the  several  hospitals 
represented  were  reviewed.  Of  the  thirty-nine  Chiefs  of 
Medical  Staff  invited,  only  seven  were  here  present  to- 
day. Each  presented  his  view  and  comment. 

It  was  concluded  that  effort  should  be  continued  to 
achieve  the  objective  set  forth  in  House  Resolution  No. 
15.  The  Chairman  will  make  his  report  to  the  House 
of  Delegates  as  required. 

MEETING  ADJOURNED  AT  4:45  P.M. 

Charles  H.  Henderson,  M.D. 

Secretary 


EXECUTIVE  COMMITTEE 

Meeting  of  the  Executive  Committee  of  the  Board  of 
Directors  of  The  Arizona  Medical  Association,  Inc.,  held 
Saturday,  March  11,  1967,  in  the  Central  Office  of  the 
Association,  Suite  201,  Safari  Building,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  4:00 
p.m.,  Paul  B.  Jarrett,  M.D.,  President  and  Chairman, 
presiding. 

ROLL  CALL 

PRESENT:  Drs.  Dudley,  Jr.;  Arthur  V.,  Vice  Presi- 
dent; Dysterheft,  Arnold  H.,  President-Elect;  Henderson, 
Charles  E.,  Secretary;  Jarrett,  Paul  B.,  President  and 
Chairman. 

STAFF : Messrs.  Carpenter,  Robert,  Executive  Secre- 
tary; Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

GUESTS:  Dr.  Layton,  Ira,  Vice  Chairman,  National 
Association  of  Blue  Shield  Plans;  Mr.  Morris,  Lawrence 
C.,  Assistant  Director  for  Professional  Relations,  Com- 
munications Division,  National  Association  of  Blue  Shield 
Plans;  Mr.  Robertson,  Donald,  Director,  Rochester,  New 
York  Plan;  Mr.  Sandow,  William,  Director,  South  Caro- 
lina Plan. 

EXCUSED:  Dr.  Landeen,  Fred  H.,  Treasurer. 

HOUSE  RESOLUTION  NO.  8 — 
ARIZONA  BLUE  SHIELD  ORGANIZATION 

The  House  of  Delegates  of  The  Arizona  Medical  Asso- 
ciation, Inc.,  in  meeting  held  April  30,  1966,  considered 
Resolution  No.  8 introduced,  reading  as  follows: 
“WHEREAS,  the  principal  concern  of  Blue  Cross  is  to 
provide  insurance  to  cover  the  cost  of 
hospital  care,  while  the  principal  concern 
of  Blue  Shield  is  to  provide  insurance  to 
cover  the  cost  of  medical  and  surgical  care; 
and 

“WHEREAS,  to  perform  these  separate  functions  there 
are  two  separate  corporations  with  separate 
boards  of  directors  and  separate  officers; 
and 

“WHEREAS,  in  order  to  assure  that  each  corporation  be 
best  able  to  perform  its  function  of  render- 
ing maximum  service  to  its  policyholders, 
it  is  desirable  that  each  corporation  have 
its  own  Executive  Director;  therefore  be  it 
“RESOLVED,  that  the  House  of  Delegates  of  The  Ari- 
zona Medical  Association,  Inc.,  in  its  reg- 
ular session  assembled  in  “Scottsdale, 
Arizona,  this  30th  day  of  April  1966,  rec- 
ommends to  the  Board  of  Directors  of 
Blue  Cross  and  to  the  Board  of  Directors 
of  Blue  Shield  that  each  corporaton  have 
its  own  E.xecutive  Director.” 

While  the  House  of  Delegates  did  not  adopt  the  afore- 
mentioned resolution,  it  did  adopt  the  recommendation 
of  its  Reference  Committee  on  Resolutions,  reading  as 
follows: 

“That  the  Board  of  Directors  request  a Task 
Force  from  the  National  Blue  Shield  Office  be 
invited  to  Arizona  for  the  puipose  of  investigat- 
ing the  advisability  of  such  a change  and  rec- 
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ommending  to  the  Arizona  Medical  Associa- 
tion’s House  of  Delegates  whether  such  a 
change  would,  in  reality,  improve  the  operation 
of  Arizona  Blue  Shield.” 

The  meeting  was  called  to  order  by  the  President, 
Dr.  Jarrett,  who  reviewed  briefly  the  action  of  the  House 
of  Delegates  of  this  Association,  as  referred  to  above; 
also,  the  previous  meeting  held  with  Dr.  Carl  R.  Acker- 
man, Chairman,  National  Association  of  Blue  Shield 
Plans,  and  John  W.  Castellucci,  Executive  Vice  President, 
National  Association  of  Blue  Shield  Plans,  on  October  22, 
1966.  Mr.  Morris  of  the  staff  of  National  Blue  Shield 
visited  Arizona  December  13  through  16,  1966,  for  the 
Task  Force,  doing  certain  investigatory  field  work  in  the 
Phoenix  and  Tucson  areas.  There  followed  an  interchange 
of  questions,  all  parties  participating. 

At  the  close  of  the  meeting,  the  desire  was  expressed 
that  every  effort  should  be  made  on  the  part  of  the 
Task  Force  to  submit  its  findings  and  recommendations 
prior  to  the  next  meeting  of  the  House  Delegates  of  this 
Association  scheduled  to  be  held  April  26,  1967.  A 
“target  date”  was  set  for  April  1,  1967,  in  order  that  the 
Delegates  and  Alternate  Delegates,  including  the  mem- 
bers of  the  Board  of  Directors,  may  be  furnished  a copy 
of  the  report. 

MEETING  ADJOURNED  AT  5:30  P.M. 

Charles  E.  Henderson,  M.D. 

Secretary 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Director*:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Take  five... 

Labstix®  provides  5 important  urinary  find- 
ings*—on  a single  reagent  strip!  That’s  more 
information  than  you  can  get  from  any  other 
single  reagent  strip.  You  know  the  results  in 
just  30  seconds— while  the  patient  is  still  in 
your  office  — and  readings  are  reliable  and  re- 
producible. Labstix  is  easy  to  handle,  too. 
Never  goes  limp,  even  when  wet,  because  it’s 
made  with  clear,  firm  plastic.  And  results  with 
Labstix  are  easy  to  read  — color  contrast  be- 
tween the  test  areas  and  the  transparent  plas- 
tic is  clearly  defined.  An  unexpected  “positive” 
from  testing  with  Labstix  may  help  in  de- 
tecting hidden  pathology  before  marked 
symptoms  are  manifest. 

*Blood;  ketones;  glucose;  protein,  and  pH. 

AMES  COMPANY  (7^ 

Division  Miles  Laboratories,  Inc. 

Elkhart,  Indiana  465 14  AlH6S 

Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  4oi6J 
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...Plus  one 


You  can  extend  your  testing  scope  by  includ- 
ing IcTOTEST®  Reagent  Tablets,  the  30-sec- 
ond determination  for  bilirubinuria  — which 
can  be  an  early  sign  of  obstruction  of  the 
common  bile  duct,  infectious  hepatitis,  or 
other  liver  disease.  This  test  is  also  useful  for 
detecting  liver  damage  from  carbon  tetra- 
chloride and  other  halogenated  hydrocarbons 
used  as  industrial  and  household  solvents. 
Positive  findings  with  the  urine-testing  team 
of  Labstix  and  Ictotest  can  represent  signif- 
icant guides  to  patient  management  in  many 
clinical  situations.  “Negatives”  may  help  rule 
out  suspected  abnormalities  over  a broad 
clinical  range  and  are  important 
for  the  patient’s  record. 


AMES  COMPANY 
Division  Miles  Laboratories,  Inc. 
Elkhart,  Indiana  465 14 


Ames 


Note:  AMERICAN  HOSPITAL  FORMULARY  SERVICE 
CATEGORY  NUMBER  36:88  <oi67 


FOR  YOUR 
PERMANENT 


HANDSOME,  DURABLE  WHITE  & 
GOLD  VINYL  COVERED  BINDERS 
TO  PRESERVE  PAST  ISSUES  OF 
ARIZONA  MEDICINE. 

EACH  BINDER  HOLDS  UP  TO 
TWELVE  ISSUES. 

ONLY  $300 

EACH 


j^ri2ona ^JediciiK 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.,  85251 

Name  . — 

Address  


PLEASE  SEND BINDERS 

I understand  that  these  will  be  billed 
to  me  at  the  rate  of  $3.00  each. 
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lelps  keep  calories  at  arm’s  length 


/lost  persons  have  a tendency 
D regain  lost  weight  easily. 

'reludin  is  nnade  to  order  for  such 
tatients.  it  effectively  curbs  ap- 
petite and  helps  them  stick  to 
leir  diets. 

Preludin  keeps  patients  active. 
'iecause  moderate  exercise  is 
'sually  more  feasible  for  patients 
|/ho  are  not  grossly  overweight, 
'reludin  should  be  doubly  benefi- 
ial  for  them.  It  promotes  a sense 


of  well-being  that  activates 
patients...  makes  them  feel  like 
doing  things. ..and  prompts 
them  to  get  the  exercise  your 
weight-control  program  calls  for. 

Preiudin  effectively  reduces 
appetite.  Preludin's  ability  to  help 
patients  shed  weight  has  been 
described  in  more  than  300  pub- 
lished clinical  reports  involving  more 
than  10,000  patients.  It  will  work  in 
your  weight-control  programs  too. 


'eludin®  tablets  of  25  mg. 

idurets®  prolonged-action  tablets  of  75  mg. 

osage:  One  25  mg.  tablet  two  or  three  times  daily, 

■ one  75  mg.  Endurets  tablet  once  daily. 
pntraindications:  Severe  coronary  artery  disease, 
i/perthyroidism,  severe  hypertension,  nervous 
stability,  and  agitated  prepsychotic  states.  Do  not 
56  with  other  CNS  stimulants,  including  MAO 
ihibitors, 

'arning:  Do  not  use  during  the  first  trimester  of 
egnancy  unless  potential  benefits  outweigh 
ossible  risks. 

'ecautions:  Use  with  caution  in  moderate  hyper- 
nsion  and  cardiac  decompensation.  Cases  involving 
|)use  of  or  dependence  on  phenmetrazine  hydro- 


chloride have  resulted  in  a psychotic  illness 
manifested  by  restlessness,  mood  or  behavior 
changes,  hallucinations,  or  delusions.  Do  not 
exceed  recommended  dosage. 

Side  Effects:  Dryness  or  unpleasant  taste  in  the 
mouth,  urticaria,  and  (rarely)  overstimulation, 
insomnia,  dizziness,  nausea,  urinary  frequency 
or  nocturia,  or  headache. 

For  complete  details,  please  see  full  Prescribing 
Information.  (B)46-560A 

Under  license  from  Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals,  Division  of  (^ic 

Geigy  Chemical  Corporation.  Ardsley.  New  York 


In  peptic  ulcer... 

antacid 
therapy 

a 


new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS— 

FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONF— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ In  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief, 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 

Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 


Stuart 


416 


Arizona  Medicine 


New 

view  of  an 
oral 

contraceptive 
at  work 

Although  suppression  of  ovulation  remains 
the  primary  mode  of  action  of  oral  contra- 
ceptives, newer  knowledge  indicates  that 
products  like  Norinyl-1  — which  provide  the 
combined  action  of  both  low-dosage  proges- 
togen and  estrogen  for  the  full  treatment  cycle 
—offer  multiple  contraceptive  action  that 
helps  explain  their  unexcelled  record  of 
effectiveness.  This  report  explores  the  sec- 
ondary protective  mechanisms  against 
unwanted  pregnancy  offered  by  combined 
hormonal  administration  and  the  importance 
of  the  progestational  agent  in  making  such 
multiple  contraceptive  action  possible. 

Accumulating  evidence  has  indicated  that 
sparse,  highly  viscous  cervical  mucus  has  an 
adverse  effect  on  the  motility  and  survival 
of  spermatozoa. 

The  estrogen-opposing  progestational  ingre- 
dient of  Norinyl-1  (norethindrone  1 mg.  with 
mestranol  0.05  mg.)  reverses  the  usual  mid- 
cycle picture  of  a thin,  watery  cervical  mucus. 
The  result  — a built-in  barrier  that  inhibits 
sperm  from  reaching  the  ovum  should  one  be 
released.  The  inset  in  the  adjoining  photo- 
graph shows  immobile  spermatozoa  as  they 
appear  in  cervical  mucus  taken  from  a 
patient  treated  with  Norinyl-1. 


See  last  page  for  contraindications,  precautions, 
side  effects  and  dosage. 


Bow  the 

estrogen-opposing  action 
of  NorinYi-1  creates  a 
hostile  cervical  mncns 

Normally  estrogen  activity  during  the  fertile  midcycle  stimulates  the  production  of 
cervical  mucus.  The  mucus  at  this  time  is  profuse  and  watery — allowing  maximum  sperm 
motility  and  promoting  penetration. 

But  what  happens  when  Norinyl-1  is  administered?  Its  potent  progestogen,  norethindrone, 
opposes  estrogen  stimulation  of  cervical  mucus.  Consequently,  the  amount  of 
mucus  decreases  and  its  viscosity  increases.  This  results  in  a sparse  but  thick  mucus 
barrier  that  diminishes  the  vitality  of  the  sperm  and  impairs  its  powers  of  penetration. 

How  hostile  cervical  mucus  supports  contraceptive  action 

The  importance  of  these  observations  to  the  effectiveness  of  Norinyl-1  has  been  noted 

in  a report  on  89  patients  taking  this  medication.*  In  all  instances,  cervical  mucus  obtained 

from  cycle  day  5 to  cycle  day  29  appeared  scant  and  thick  and  exhibited 

little  or  no  Spinnbarkeit.  In  the  opinion  of  this  investigator,  the  effect  on  cervical  mucus 

may  be  sufficient  to  prevent  conception.  *Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calii.,  July  15,  1965. 


Normal  cervical  mucus  at  midcycle 
in  untreated  patient 
permits  sperm  motility... 
promotes  sperm  penetration. 


...  . 

Cervical  mucus  is  thin  and  watery  with  a stretchability 
(Spinnbarkeit)  of  15  to  20  cm. 


Thin,  watery  mucus  crystallizes  into  this  well-defined, 
fernlike  pattern  within  a minute. 


Spermatozoa  appear  healthy,  are  active 
and  freemoving. 


Hostile  cervical  mucus  at  midcycle 
produced  by  Norinyl-1 
impairs  sperm  vitality . . . 
inhibits  penetration. 


Cervical  mucus  is  scanty,  thick  and  viscous. 
Spinnbarkeit  is  1 cm.  or  less. 


In  thick,  hostile  cervical  mucus  the  fern  pattern 
is  poorly  defined  or  absent. 


Immobile  spermatozoa  as  they  appear  in  cervical  mucus 
taken  from  a patient  treated  with  Norinyl-1. 


An  endometrium 
nnreceptive  to  nidation- 
another  snnporting 
contraceptive 
action  of  NorinYl-1 

Let  us  suppose  that  an  ovum  is  released— as  occurs  in  an 
occasional,  rare  case  — and  somehow  a sperm  succeeds  in 
penetrating  the  cervical  mucus  barrier?  Should  this  come  about, 
one  additional  action  of  Norinyl-1  may  protect  the  patient  from 
unwanted  pregnancy  — progestogen  intake  makes  endometrial 
tissue  unreceptive  to  implantation. 


iindometrium  of 
intreated  patient 


'formally  the  endometrium  progresses  through 
1 proliferative  phase  stimulated  by  estrogen  and  a 
iecretory  phase  stimulated  by  progesterone, 
during  the  secretory  phase  the  endometrium  is 
eceptive  to  the  fertilized  ovum. 


Unreceptive 

endometrium  produced 

by  Norinyl-1  / U ^ U 0 \ 


When  Norinyl-1  is  administered  its  progestogen  com- 
ponent—norethindrone— accelerates  the  secretory 
phase,  suppressing  glandular  development.  From  day 
1 1 on,  secretory  action  is  no  longer  present.  The  result 
is  that  during  the  latter  half  of  the  cycle  the  endo- 
metrium becomes  unreceptive  to  egg  implantation. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


for  midtiple 

contraceptive 

action 

effective  fertility  control 
on  half  the  previous  dosage 

maintains  ratio 
of  the  established 
norethindrone/ mestranol 
combination 

lower  cost 


Reduction  of  oral  contraceptive  dosage  to  lowest  effective  levels  has 
become  a well-accepted  principle  of  conservative  medical  practice 
In  keeping  with  this  view,  Norinyl  is  now  available  in  a new  strength 
in  which  both  norethindrone  and  mestranol  are  reduced  50  percent 
Studies  show  that  Norinyl- 1 achieves  fertility  control  with  only  1.05 
mg,  of  combined  progestogen  and  estrogen  per  tablet. 

Norethindrone  was  first  reported  for  use  as  a progestational  agent  in' 
human  beings  in  1955.  Norethindrone  2 mg.  with  mestranol  0.1  mg.,  as 
an  oral  contraceptive,  is  currently  in  use  by  over  2,000,000  women 
Clinical  experience  now  establishes  that  Norinyl- 1 also  amply  meets 
the  criteria  of  reliability  and  safety.* 

♦Symposium  on  Low-Dosage  Oral  Contraception,  Palo  Alto,  Calif.,  July  15,  1965. 


PRESCRIBING  INFORMATION 
Contraindications;  1.  Patients  with  thrombo- 
phlebitis or  with  a history  of  thrombophlebitis 
or  pulmonary  embolism.  2.  Liver  dysfunction  or 
disease.  3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast  or  genital  organs.  4.  Un- 
diagnosed vaginal  bleeding. 

Warnings:  1.  Discontinue  medication  pending 
examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision  or  if  there  is  a sudden  onset 
of  proptosis,  diplopia,  or  migraine.  If  examina- 
tion reveals  papilledema  or  retinal  vascular 
lesions,  medication  should  be  withdrawn.  2. 
Since  the  safety  of  Norinyl-1  in  pregnancy  has 
not  been  demonstrated,  it  is  recommended  that 
for  any  patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out  before 
continuing  the  contraceptive  regimen.  If  the  pa- 
tient has  not  adhered  to  the  prescribed  schedule, 
the  possibility  of  pregnancy  should  be  consid- 
ered at  the  time  of  the  first  missed  period.  3. 
Detectable  amounts  of  the  active  ingredients  in 
oral  contraceptives  have  been  identified  in  the 
milk  of  mothers  receiving  these  drugs.  The 
significance  of  this  dose  to  the  infant  has  not 
been  determined. 

Precautions:  1.  The  pretreatment  physical  exam- 
ination should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Papani- 
colaou smear.  2.  Endocrine  and  possibly  liver 
function  tests  may  be  affected  by  treatment 
with  Norinyl-1.  Therefore,  if  such  tests  are  ab- 
normal in  a patient  taking  Norinyl-1,  it  is  recom- 
mended that  they  be  repeated  after  the  drug 
has  been  withdrawn  for  2 months.  3.  Under  the 
influence  of  estrogen-progestogen  preparations, 
preexisting  uterine  fibroids  may  increase  in 
size.  4.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  that  may 
be  influenced  by  this  factor,  such  as  epilepsy, 
migraine,  asthma,  cardiac,  or  renal  dysfunc- 
tion, require  careful  observation.  5.  Although  a 
cause  and  effect  relationship  has  not  been 
established,  Norinyl-1  should  be  used  with  cau- 
tion in  patients  with  a history  of  cerebrovascu- 
lar accident.  6.  In  relation  to  breakthrough 
bleeding,  as  in  all  cases  of  irregular  bleeding 
per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  cases  of  undiagnosed  vaginal 
bleeding,  adequate  diagnostic  measures  are 


indicated.  7.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs 
to  a serious  degree.  8.  Any  possible  influence 
of  prolonged  Norinyl-1  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  function 
awaits  further  study.  9.  A decrease  in  glucose 
tolerance  has  been  observed  in  a small  percent- 
age of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure.  For  this 
reason,  diabetic  patients  should  be  carefully 
observed  while  receiving  Norinyl-1  therapy.  10. 
Because  of  the  occasional  occurrence  of  throm- 
bophlebitis and  pulmonary  embolism  in  pa- 
tients taking  oral  contraceptives,  the  physician 
should  be  alert  to  the  earliest  manifestations  of 
the  disease.  A cause  and  effect  relationship  has 
not  been  demonstrated.  11.  Because  of  the  ef- 
fects of  estrogens  on  epiphyseal  closure, 
Norinyl-1  should  be  used  judiciously  in  young 
patients  in  whom  bone  growth  is  not  complete. 

12.  The  age  of  the  patient  constitutes  no  abso- 
lute limiting  factor,  although  treatment  with 
Norinyl-1  may  mask  the  onset  of  the  climacteric. 

13.  The  pathologist  should  be  advised  of 
Norinyl-1  therapy  when  relevant  specimens  are 
submitted. 

Side  Effects:  The  following  adverse  reactions 
have  been  observed  with  varying  incidence  in 
patients  receiving  oral  contraceptives:  nausea, 
vomiting,  gastrointestinal  symptoms,  break- 
through bleeding,  spotting,  change  in  men- 
strual flow,  amenorrhea,  edema,  chloasma, 
breast  changes  (tenderness,  enlargement  and 
secretion),  loss  of  scalp  hair,  change  in  weight 
(increase  or  decrease),  changes  in  cervical  ero- 
sion and  cervical  secretions,  suppression  of  lac- 
tation when  given  immediately  postpartum, 
cholestatic  jaundice,  erythema  multiforme,  ery- 
thema nodosum,  hemorrhagic  eruption,  mi- 
graine, rash  (allergic),  itching,  rise  in  blood 
pressure  in  susceptible  individuals,  mental 
depression. 

The  following  occurrences  have  been  ob- 
served in  users  of  oral  contraceptives.  A cause 
and  effect  relationship  has  not  been  estab- 
lished: thrombophlebitis,  pulmonary  embolism, 
neuroocular  lesions. 

The  following  laboratory  results  may  be 


altered  by  the  use  of  oral  contraceptives;  in , 
creased  bromsulphalein  retention  and  other' ! 
hepatic  function  tests,  coagulation  tests  (inli 
crease  in  prothrombin,  factors  VII,  VIII,  IX  and|| 
X),  thyroid  function  (increase  in  FBI  and  buta|| 
nol  extractable  protein-bound  iodine  and  dejj 
crease  in  T3  values),  metapyrone  test,  pregnanelj 
diol  determination.  |i 

Other  side  effects  reported  to  have  occurredfl 
in  association  with  use  of  this  drug  ore  diza .1 
ness,  hirsutism,  pains  in  legs,  back,  chest  ondj 
abdomen,  dysuria,  drowsiness,  vaginal  disi 
charge,  libido  increased  and  decreased,  erup 
tions,  hypermenorrhea,  hypomenorrhea 
increased  appetite,  G.U.  infections,  varicose 
veins,  abdominal  fullness,  acne,  headache 
nervousness,  allergies,  blurred  vision,  pain  in 
eyes,  and  itching  in  eyes.  For  complete  clinical  I 
data,  see  package  insert. 

Dosage  and  Administration:  1.  One  tablet  of 
Norinyl-1  is  administered  orally  for  20  days 
beginning  on  day  5 of  the  menstrual  cycle. 
(Count  day  1 of  the  cycle  as  the  first  day  of 
menstrual  bleeding.)  Repeat  this  dosage  sched- 
ule for  each  cycle.  2.  If  no  menstrual  period 
occurs  after  a cycle  of  treatment  (20  tablets)  in 
which  patient  adhered  to  the  schedule,  the  pa- 
tient must  be  instructed  to  resume  taking  the 
Norinyl-1  tablets  7 days  after  the  previous  20- 
day  course  was  completed.  For  example,  if  the 
last  pill  of  a previous  cycle  had  been  taken  on 
a Sunday,  then  a new  cycle  of  treatment  should 
begin  on  the  following  Sunday.  3.  In  the  post- 
partum woman,  it  is  recommended  that  the 
first  cycle  of  treatment  should  begin  on  day  5 
of  the  first  menstrual  cycle.  However,  Norinyl-1 
should  not  be  administered  during  lactation. 
Availability:  Norinyl-1  (norethindrone  1 m9- 
with  mestranol  0.05  mg.)  — Dispensers  of  20  and 
60  and  bottles  of  250  tablets. 


norethindrone  — an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC., PALO  ALTO.  CALIF. 


In  Arizona ••• 

These  Syntex  men  serve  the  physician 


Jerry  Aslanian 
Phoenix,  Arizona 
955-4215 


Joseph  Hill 
Tucson,  Arizona 
623-1708 


Donald  Osborne 
San  Diego,  Calif. 


SYNTEX  E 
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INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F 
Dougherty,  Ph.D.,  University  of  Utah. 

You  are  looking  at  a fibroblast  fight- 
ing for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue, 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Fibroblast  in  high  state  of  activity,  much 
distorted. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corlieosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  fixmi  your  Syntex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 


The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 


of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  S3malar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
^ cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 


CH20H 


Fluociiiolonc  Acetonide 
(Synalar) 

□ a double  bond  between 
carbonyl  and  2 

□ fluoHne  substitutions 
athoththe6-a, 

and  the  O-a  positions 

□ the  addition  of  the 

• acetonide  at  the  16-a, 

17 -a  positions, 
thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  are 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^'* 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hydrocortisone. 


The  Antigranuloma  Assay’^”^  alsoj 
utilizes  adrenalectomized  rats.  Gran-l 
ulomas  are  induced  by  subcutaneous ! 
implantation  of  cotton  pellets  onj 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/  500th  the  dose. 
This  assay,  as  well  as  the  thymus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
confirms  the 
predictable 
therapeutic 
potential  of 
Synalar 


It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvemcntt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

N eurodermatitis 

18 

351 

324 

Total 

144 

4,174 

3,808 

^Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflaminaLioii,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm.  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
■ sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 

I neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
I traindicated  in  individuals  with  a his- 
itory  of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
4 plied  to  denuded  or  Assured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research,  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V.  R.:  To  be  published. 


fluocinolone  acetonide an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC.,  PALO  ALTO.  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  1 5 % 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic  — 
one  tahlespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg,;  thiamine  hydrochloride  (vitamin  Bj)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  Bg),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, + 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 


^Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 


Indications:  1 . Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating, 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 
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even  better  together 
in  mild  hypertension 

Serpasil-Esidrix 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


Serpasil-Esidrix  combines  reserpine  (the  original,  and  most  widely  used, 
rauwolfia  alkaloid  developed  by  CIBA)  with  hydrochlorothiazide  (the  most 
widely  used  oral  diuretic,  also  a product  of  CIBA  research). 

even  better  blood  pressure 
reduction— because  2 
antihypertensive  agents 
of  choice  often  work 
better  together 

One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com** 
ponent,  often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 


even  more  patient  benefits— 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 


Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  miid  hypertension 

RxSerpasii-Esi 

Combination  Tablets 

Please  see  following  page  for  prescribing  informatioa. 


Serpasil-Esidrix' 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS;  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects;  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects;  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  fn 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions; 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide;  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#7.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide;  bottles  of  100  and 
1000.  Tablets  #1  Oighi  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide;  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C I B A 
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ORIGINAL  ARTICLES 


A Program  to  Promote  Immunization 
in  Arizona 


The  authors  actually  are  responsible  for 
this  entire  issue  of  ARIZONA  MEDICINE. 
Their  efforts,  as  outlined  in  this  article,  might 
well  become  a reference  for  immunology  and 
immunization  in  Arizona. 

— Editor 


®Commissioner,  Arizona  State  Department  of  Healtli. 
“"Director,  Division  of  Preventive  Medical  Services,  Arizona  State 
Department  of  Health. 

1624  West  Adams  Street,  Phoenix,  Arizona  85007. 


The  Long  Range  Program 

At  the  outset  in  discussing  plans  for  preventing 
certain  diseases,  it  should  be  emphasized  that 
the  overriding  objective  is  to  encourage  all  phy- 
sicians to  be  concerned  about  the  establishment 
of  an  immunization  regimen  for  each  of  their 
patients.  An  intensive  short  term  campaign  is 
not  advocated  as  the  primary  mechanism  for 
maintaining  high  levels  of  immunization.  Such 
programs  are  short  lived  by  design  and  their 
effect  is  ephemeral  unless  followed  conscien- 
tiously by  maintenance  programs  that  will  sus- 
tain the  levels  of  immunization  achieved.  One 
may  speculate  on  the  fact  that  95  percent  of 
the  population  of  an  area  can  on  a single  day 
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be  temporarily  immunized  with  oral  polio  vac- 
cine but  the  immunization  level  of  the  same 
population  against  other  infections  is  abysmal. 
The  success  of  the  polio  program  probably  is  at- 
tributable to  involvement  of  the  local  medical 
profession  more  than  any  other  factor.  It  nat- 
urally follows  that  the  success  of  a program  for 
long  range  immunization  will  depend  upon  the 
interest  and  participation  of  the  medical  com- 
munity. 

The  support  of  physicians  is  earnestly  solicited 
to  take  leadership  in  making  critical  evaluations 
of  the  needs  for  immunization,  in  determining 
appropriate  means  of  sustaining  levels  of  im- 
munization where  they  are  adequate,  and  for 
providing  immunizations  where  levels  are  de- 
ficient. Every  physician  has  an  opportunity  to 
contribute  in  this  effort  whether  or  not  immuni- 
zation is  a traditional  part  of  his  practice.  The 
objective  to  achieve  sustained,  maximum  pro- 
tection can  best  be  accomplished  in  offices  of 
individual  physicians  and  in  institutional  and 
public  health  clinics.  Recent  studies  in  Arizona 
have  shown  that  about  75  percent  of  persons 
who  seek  medical  attention  from  private  physi- 
cians also  receive  their  immunization  from  them. 
A primary  thrust  of  a program  to  develop  high 
levels  of  immunization  in  the  population  must, 
therefore,  be  designed  to  create  an  awareness  of 
the  need  for  continued  immunization  among  both 
the  medical  profession  and  lay  persons  and  to 
encourage  everyone  to  seek  immunization  by 
the  physician  from  whom  they  receive  other 
medical  attention. 

Trends  of  Immunity 

It  is  important  to  remember  that  in  the  ab- 
sence of  infection,  the  number  of  susceptible 
persons  increases  rapidly.  For  instance,  in  the 
United  States  four  million  children  under  5 years 
of  age  have  no  protection  against  diphtheria, 
pertussis,  measles,  and  tetanus.  A consequence 
of  inadequate  population  immunity  is  shown 
by  the  relative  increase  in  diphtheria  among 
adults  in  recent  years. 

The  accomplishments  in  reducing  prevalence 
of  diseases  by  immunizations  administered  both 
in  private  medical  practice  and  in  public  clinics 


are  not  to  be  minimized.  In  fact,  these  efforts 
are  largely  responsible  for  the  progress  that 
has  been  made  in  reducing  diseases  by  this 
method.  Pediatricians  have  energetically  advo- 
cated immunization  of  children  for  preventable 
diseases  of  childhood,  other  specialties  have  en- 
couraged immunization  for  populations  at  high 
risk  of  various  preventable  infections  such  as 
tetanus  and  influenza,  the  military  has  follow- 
ed the  logical  expediency  of  immunization, 
health  departments  have  included  immuniza- 
tion in  their  preventive  programs,  and  various 
immunizations  have  been  administered  in  dis- 
asters or  in  threat  of  disease  outbreaks.  The 
effect  of  all  of  these  activities  undoubtedly  has 
been  appreciable.  It  is  evident,  however,  that 
these  efforts  have  not  reached  all  segments  of 
the  population  and  in  relatively  few  instances 
a satisfactory  proportion  of  any  segment.  In  fact 
there  is  little  objective  data  to  indicate  current 
levels  of  immunization  or,  more  importantly, 
what  specific  age  groups  or  segments  of  popula- 
tion are  not  adequately  immunized  against  spe- 
cific diseases.  What  is  needed  is  a program  de- 
signed to  promote  personal  responsibility  for 
lifetime  protection. 


Population  Immunity 

Our  favorable  circumstance  cannot  be  attri- 
buted entirely  to  use  of  vaccines.  The  level  of 
immunity  in  the  population  of  this  country  until 
very  recent  times  resulted  from  disease  experi- 
ence as  well  as  artificial  immunization.  As  in- 
creasing numbers  of  persons  were  immunized 
artificially  the  prevalence  of  some  infectious 
agents  fell  below  thresholds  of  transmissibility, 
although  an  undetermined  proportion  of  the 
population  remained  susceptible  to  infection. 
The  comparatively  low  incidence  of  diphtheria 
and  pertussis,  for  example,  does  not  reflect  high 
levels  of  immunity  against  these  infections  but 
rather  is  an  indication  of  the  effect  of  “herd”  or 
population  immunity.  The  proportion  of  the 
population  that  is  immune  is  relatively  low  but 
still  sufficiently  high  to  minimize  the  possibility 
of  transmission  of  infectious  agents  that  are  at 
low  prevalence.  The  force  of  resistance  for  the 
population  in  aggregate  is  weak  and  easily  over- 
come. To  sustain  effective  levels  of  immimity 
in  the  absence  of  protection  formerly  imparted 
by  actual  occurrence  of  infection,  artificial  im- 
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munization  must  be  received  by  an  increasing 
proportion  of  the  population.  Otherwise  immun- 
ity will  drop  below  an  effective  protective  level. 

Continuing  Programs  of  Immunization 

Formulation  of  long-range  plans  to  begin  con- 
tinuing programs  for  immunization  in  Arizona 
is  facilitated  at  this  time  because  of  support  re- 
ceived under  the  Vaccination  Assistance  Act  ad- 
ministered by  the  U.  S.  Public  Health  Service’s 
National  Communicable  Disease  Center.  The 
purpose  of  this  act  is  to  increase  to  the  highest 
possible  level  the  proportion  of  individuals  im- 
munized against  measles,  diphtheria,  pertussis, 
tetanus,  poliomyelitis,  and  smallpox.  It  is  hoped 
that  existing  programs  for  immunization  of  school 
children,  for  example,  preschool  examinations  by 
family  physicians,  may  be  extended  to  immunize 
adequately  the  age  groups  not  covered  by  the 
act.  These  efforts  will  augment  programs  for 
immunization  of  adults  promoted  by  committees 
on  disaster  medicine.  The  several  programs  prog- 
ressing concurrently  provide  a formidable,  co- 
hesive force  with  a unified  purpose  to  achieve 
and  maintain  effective  levels  of  immunization 
among  all  populations  of  all  ages  in  Arizona. 
The  following  steps  have  been  taken  or  are  plan- 
ned to  accomplish  this  objective. 

1.  A recommended  guide  for  immunizations 
was  developed  collaboratively  by  medical  so- 
cieties, associated  professional  groups,  and  de- 
partments of  health.  The  schedule  is  outlined  in 
detail  elsewhere  in  this  issue. 

2.  A project  to  determine  levels  of  immuniza- 
tion for  representative  samples  of  populations  in 
the  state  has  been  designed  and  is  in  progress  in 
the  majority  of  counties  in  the  state.  Results 
of  some  preliminary  work  is  outlined  in  the  ac- 
companying article  describing  levels  of  immuni- 
zation in  Arizona. 

3.  The  information  obtained  will  be  made 
available  to  local  health  departments  and  phy- 
sicians responsible  for  medical  care  who  will 
jointly  determine  where  and  what  specific  atten- 
tion is  needed  to  secure  or  maintain  optimum 
levels  of  immunization. 


4.  Measurements  will  be  repeated  periodically 
to  determine  if  satisfactory  levels  of  immuniza- 
tion have  been  achieved  and  are  being  sustained. 


Information  To  Parents 

Efforts  to  adequately  inform  lay  persons  of  the 
need  and  source  of  immunization  include  a pro- 
gram commenced  this  year  to  mail  information 
to  the  parents  of  all  newborn  children.  Informa- 
tion will  be  mailed  at  intervals  to  coincide  with 
times  when  immunizations  should  be  started  or 
should  have  been  completed.  The  first  material 
will  be  sent  when  the  child  is  6 weeks  of  age. 
This  will  contain  a congratulatory  message  in- 
dicating the  desirability  of  immunization  and 
encouraging  the  parents  to  visit  their  family  phy- 
sician to  obtain  his  recommendation  for  a sched- 
ule of  immunizations.  The  second  and  third  se- 
ries mailed  5 and  18  months  after  birth  include 
a card  to  be  returned  to  the  health  department 
with  information  on  the  immunizations  received 
and  plans  for  further  immunization  of  the  child. 
Provision  will  be  made  to  obtain  information  by 
other  means  from  persons  who  do  not  respond. 
Those  who  indicate  that  immunizations  are  not 
planned  for  their  child  will  be  encouraged  by 
visit  or  other  means  to  obtain  recommended  im- 
munization. 


Mechanical  systems  have  been  devised  to  en- 
able maintenance  of  records  for  rapid  analysis. 
Current  appraisals  may  be  made  of  immuniza- 
tion levels  against  specific  diseases  in  any  com- 
munity or  age  group.  This  information  provides 
the  basis  for  establishing  priorities  in  develop- 
ing programs,  and  permits  immediate  evaluations 
of  the  potential  for  occurrence  of  diseases  if  out- 
breaks are  suspected. 


Goal 

Through  these  efforts,  it  is  hoped  that  resis- 
tance can  be  maintained  in  the  population  as 
great  or  greater  than  that  possessed  by  the  seg- 
ment of  the  population  in  former  times  that  sur- 
vived epidemics  of  preventable  infectious  dis- 
eases and  without  the  attending  loss  of  life, 
health,  money,  and  productivity. 
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Responsibility  of  the  General  Practitioner 
for  Immunization 


James  L.  Grobe,  M.D. 


The  family  doctor  is  in  a unique  position  to  play  a key  role  in  promoting  immunization. 
Eradication  of  many  infectious  diseases  will  be  accelerated  if  he  will  encourage  every  mem- 
ber of  families  under  his  care  to  receive  and  maintain  adequate  immunization. 


Preventive  medicine  is  basic  to  medical  care 
for  the  family  and  good  preventive  medicine  is 
typified  by  a sound  immunization  program.  An 
adequate  program  would  certainly  include  im- 
munization against  measles,  diphtheria,  tetanus, 
pertussis,  poliomyelitis,  and  smallpox.  All  of 
these  preventable  diseases  could,  like  smallpox, 
be  eliminated  if  all  susceptible  persons  were 
immunized  adequately.  Persistence  of  these  dis- 
eases is  an  indication  of  failure  to  use  available 
vaccines. 

The  GP  or  family  physician  has  the  key  role 
in  providing  and  encouraging  this  protection. 
One  of  the  most  important  areas  of  medical  care 
for  which  the  GP  has  particular  responsibility 
is  the  prevention  of  disease  by  immunization. 
The  GP,  or  family  physician,  normally  assumes 
care  for  all  members  of  the  family,  regardless  of 
age.  The  GP  is  the  only  physician  who  has  the 
opportunity  to  follow  the  family,  frequently  pro- 
viding medical  care  from  birth  to  old  age.  He 
should  be  well  aware  of  this  opportunity  and 
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responsibility  to  see  that  the  individual  mem- 
bers of  the  family  are  knowledgeable  of  the  con- 
tinuing need  for  immunization.  The  comprehen- 
sive medical  care  of  the  family  provides  the  most 
ideal  and  opportunistic  setting  for  achieving  the 
protection  for  each  and  every  person,  regardless 
of  age  or  sex.  The  General  Practitioner  is  a phy- 
sician most  qualified  to  care  for  the  medical 
needs  of  families. 

To  be  fully  effective,  immunization  programs 
must  be  so  designed  and  conducted  that  the 
patient  and  his  family  know  of  the  need  for 
such  programs  and  how  immunizations  help  to 
prevent  and  control  certain  diseases. 

Several  methods  may  be  utilized  to  keep  the 
family  informed  of  their  immunization  needs. 
For  example,  reminders  may  be  included  with 
the  monthly  account  statements.  Placards  and 
other  reminders  may  be  displayed  in  office  wait- 
ing and  examining  rooms. 

Some  means  of  keeping  the  family  informed 
of  their  immunization  status  should  be  provided, 
and  such  a program  should  be  an  integral  part 
of  a program  of  comprehensive  medical  care  for 
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the  family.  A separate  immunization  ehart  can 
be  kept  for  each  individual.  Then  as  the  various 
immunizations  need  to  be  renewed,  a telephone 
call  or  postcard  may  help  to  bring  this  to  the 
attention  of  the  patient. 

The  preventive  medical  program  of  family 
care  begins  with  the  immunization  of  the  infant. 
Probably  the  first  time  a married  couple  think 
about  preventive  medical  care  is  when  their 
first  child  is  born.  Public  education  concerning 
good  medical  care  has  sold  the  idea  of  the  many 
benefits  of  infant  immunization.  Rarely  does  one 
today  see  infants  who  have  not  received  “well 
baby  care”  and  “baby  shots.”  For  those  unable 
to  afford  private  care,  such  services  are  often 
offered  without  charge  by  governmental  health 
agencies.  When  the  infant  is  seen  in  the  doctor’s 
office  for  examination  and  immunization,  the 
opportunity  exists  to  inquire  as  to  the  immuniza- 
tion status  of  parents  and  siblings.  Frequently 
the  parents  have  been  intending  to  update  their 
immunization  program  and  a friendly  and  con- 
cerned reminder  is  all  that  is  needed. 

Most  kindergarten  and  elementary  schools  re- 
quire a pre-admission  physical  examination.  Fre- 
quently, they  also  require  that  the  prospective 
student  be  adequately  immunized.  However,  the 
point  remains  that  once  again  the  family  phy- 
sician has  an  excellent  chance  to  practice  good 
preventive  medicine.  Similar  pre-school  examina- 
tions are  required  at  the  time  of  entrance  into 
high  school  and  college.  Many  family  physicians 
also  serve  as  school  physicians  or  provide  med- 
ical direction  for  school  health  or  athletic  pro- 
grams. School  district  superintendents  and  prin- 
cipals are  most  receptive  to  proposals  for  im- 
proving the  health  care  of  pupils  and  teachers. 
Proper  guidance  by  the  physician  can  make 
such  school  programs  effective  and  beneficial. 

For  the  past  several  years  this  author  has 
worked  with  the  Arizona  Interscholastic  Associa- 
tion and  Glendale  High  School  District  in  a pro- 
gram of  pre-practice  tetanus  immunization.  Prior 
to  the  start  of  the  football  season,  all  the  play- 
ers are  examined  and  routinely  given  tetanus 
boosters.  Such  a procedure  certainly  gives  peace 
of  mind  to  the  attending  physician,  as  well  as 
the  family.  It  is  hoped  that  this  procedure  will 
be  adapted  as  a routine  for  all  the  high  schools 
in  the  state. 


Many  family  physicians  will  also  practice  in- 
dustrial medicine  on  a part-time  basis.  Proper 
and  current  immunization  programs  are  most 
beneficial  to  both  employer  and  employee.  Loss 
of  time  because  of  illness  is  costly  to  both  par- 
ties. Here  the  industrial  physician  can  be  most 
effective  in  directing  a comprehensive  preven- 
tive medical  program. 

The  general  population  tends  to  neglect,  or 
think  unnecessary,  a routine  physical  examina- 
tion. Most  frequently  the  patient  will  say,  “Why 
should  I go  see  a doctor  when  I’m  not  sick.” 
Once  this  individual  becomes  ill,  he  may  elect 
to  see  a specialist  who  confines  his  practice  to 
a limited  area  of  care.  Thus,  the  patient  will  be 
treated  for  a specific  illness,  and  the  broader  as- 
pects of  preventive  medicine  may  be  complete- 
ly passed  over.  The  general  practitioner  who  has 
systemized  his  office  practice  to  encourage  rou- 
tine physical  examinations  will  be  doing  his  pa- 
tients a great  service.  Not  only  will  there  be 
the  benefit  of  finding  undetected  disease  but 
also  the  many  preventive  aspects  of  medical  care 
will  be  available,  including  immunization.  He 
will  also  be  doing  insurance  examinations  and 
pre-employment  exams  for  some  of  his  patients. 
This  is  yet  another  opportunity  when  the  pa- 
tients’ immunization  program  can  be  made  cur- 
rent. 

Much  of  the  adult  population  feel  that  im- 
munization is  great  for  children  but  that  once 
adolescence  is  past  there  is  little  need  for  meet- 
ing immunization  requirements.  Ultimately,  the 
responsibility  for  adult  immunization  dwells  with 
the  individual  but  the  family  physician  is  in  an 
ideal  position  to  educate  his  patient  as  to  the 
need  and  benefits  of  keeping  current  with  his 
immunization  protection. 

No  one  can  deny  the  importance  of  preventive 
medical  care.  This  has  truly  been  one  of  the 
major  advances  in  improving  the  health  of  our 
population.  Routine  immunization  programs  may 
not  be  a great  challenge,  but  if  properly  carried 
out,  there  can  be  no  doubt  as  to  the  necessity 
and  desirable  results  of  sueh  procedures. 

The  general  practitioner  has  a most  unique 
position  in  providing  preventive  medical  care. 
In  the  immunization  against  disease,  he  has  tre- 
mendous potentialities  which  necessitate  his 
playing  a major  role. 
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TETANUS  AND  YOU 


Donald  F.  Schaller,  M.D. 


"Injeclions  must  occur  before  the  injury."  Virtually  everyone  without 
adequate  immunization  is  at  risk  of  tetanus.  Prevention  is  simple  but  treat- 
ment may  be  hazardous.  Why  should  you  or  your  patients  take  the  risk? 


The  handsome  young  family  were  doing  what 
they  did  best  together  — playing.  Of  the  two 
boys,  young  Tom  was  fishing  and  his  older 
brother,  Jaek,  was  tinkering  with  the  jeep.  They 
were  on  a desert  outing  near  the  lake.  Their  suc- 
cessful father  was  proud  — proud  of  the  way 
he  provided  and  cared  for  his  family.  Their 
home  was  new,  the  boys  did  well  in  school  and 
they  all  had  yearly  health  check  ups.  There 
was  but  one  hole  in  this  handsome  picture  when 
the  little  tragedies  began  to  occur.  Tom  caught 
a fishhook  in  his  arm.  Jack  smashed  his  finger 
with  a wrench  and  the  mother,  while  preparing 
the  picnic  lunch,  jabbed  a can  opener  into  her 
finger. 

The  mother  at  age  35  is  a member  of  a group 
which  presents  an  ominous  set  of  statistics.  Her 
childhood  had  occurred  before  the  early  1940’s 
when  the  alum  precipitated  tetanus  toxoid  had 
become  widely  used.  She  had  never  been  ade- 
quately immunized  and,  whenever  she  had  her 
yearly  check-ups,  she  always  told  her  physician 
that  she  was  allergic  to  tetanus.  She  had  a posi- 
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tive  skin  test  to  equine  antitoxin  years  before. 

It  was  about  a week  after  the  family  outing 
that  the  mother  began  to  complain  of  a vague 
headache  and  feel  somewhat  depressed.  These 
symptoms  gradually  progressed  until  she  soon 
noted  some  difficulty  with  swallowing  and  some 
stiffness  of  her  jaw.  The  story  from  then  on  be- 
came progressively  worse.  Tetanus  is  a cruel  dis- 
ease. The  mind  is  clear  except  when  sedatives 
are  used  to  induce  sleep  or  forgetfulness.  The 
suffering,  comparable  to  a “charley  horse”  in 
all  the  muscles  in  the  body,  is  intense.  Last  year 
nearly  300  cases  of  tetanus  were  reported,  with 
approximately  180  deaths.  Many  of  these  were 
women  whose  childhoods  passed  before  the  alum 
precipitated  toxoid  was  widely  used.  Then  at- 
tempts to  convey  passive  immunity  with  the 
equine-derived  tetanus  antitoxin  resulted  in  the 
common  reactions  to  the  vaccine.  The  men  of 
this  age  group,  in  a large  part,  have  had  the 
benefit  of  military  sponsored  programs  of  active 
immunization  with  tetanus  toxoid  at  a convenient 
point  in  their  service  training.  The  military  suc- 
cess with  this  program  in  World  War  II  is  well 
known  (12  cases  of  tetanus  out  of  2,500,000 
wounded  Americans). 
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Tliere  is  no  natural  immunity  to  tetanus.  Pro- 
tection, therefore,  must  be  accomplished  by  in- 
jection. Active  immunity  is  produced  by  stim- 
ulating the  body’s  defense  mechanism  before  the 
injury  occurs.  Therein  lies  the  major  obstacle 
to  its  use  by  all  citizens.  Motivation  of  the  pa- 
tient to  see  the  physician  for  the  series  of  toxoid 
injections  must  occur  before  the  injury  does. 
However,  once  immunized,  a patient  may  main- 
tain active  immunity  with  booster  doses  given 
as  long  as  15  to  20  years  after  the  initial  series. 

Passive  immunization  with  antitoxin  is  recom- 
mended for  the  following  type  wounds  because 
of  their  potential  contamination  with  Clostridia: 
1)  gunshot  wounds;  2)  severe  burns;  3)  com- 
pound fractures;  4)  deep  ragged  soft-tissue  lac- 
erations; 5)  all  puncture  wounds;  6)  wounds 
contaminated  by  street  dirt,  soil,  or  feces;  and 
7)  all  wounds  in  which  adequate  debridement 
has  not  been  or  cannot  be  accomplished.  The 
choice  of  agents  used  after  an  injury  will  de- 
pend upon  the  circumstances  and  history  of  the 
patient.  When  the  patient  can  give  no  history, 
or  there  is  no  good  history  of  previous  active  im- 
munization with  tetanus  toxoid,  it  is  imperative 
to  use  tetanus  antitoxin  as  an  integral  part  of 
the  regimen  of  care  for  these  wounds.  The  anti- 
toxin must  be  given  promptly  and  in  adequate 
dosage  to  be  effective. 

The  best  source  of  tetanus  antitoxin  is  an  ade- 
quately immunized  human  being.  This  antitoxin 
is  known  as  Tetanus  Immune  Globulin,  Human 
(Hyper-tet  or  Homo-tet)  and  is  routinely  used 
in  the  emergency  departments  of  hospitals  in  the 
Valley  of  the  Sun.  It  is  a human  gamma  globulin 
and  therefore  its  likelihood  of  causing  anaphy- 
lactoid, serum-sickness,  or  delayed  allergic  re- 
actions is  remote.  Skin  tests  should  not  be  done 
with  this  antitoxin.  It  should  be  given  intermus- 
cularly  in  dosages  of  250  to  500  units.  In  addi- 
tion, studies  have  shown  that  it  maintains  a 50 
percent  persistent  blood  level  for  as  long  as  20 
to  30  days  after  injection.  Studies  of  patients 
given  the  horse-derived  tetanus  antitoxin  show 
that  none  is  left  after  7 to  10  days.  Further- 
more, persons  with  sensitivity  to  horse  serum,  or 
who  have  had  previous  immunization  with  the 
equine  tetanus  antitoxin,  tend  to  destroy  the  anti- 
toxin in  a much  shorter  time  than  7 to  10  days. 

The  use  of  human  derived  antitoxin  has  some 
practical  limitations.  As  a human  gamma  glob- 


ulin it  is  relatively  costly  and  difficult  to  pro- 
duce. The  routine  prophylactic  dose  is  250  units 
intermuscularly.  In  cases  of  severe  injury,  or 
where  the  risk  of  potential  Clostridia  infection 
is  great,  then  a dose  in  excess  of  that  recom- 
mended may  be  indicated.  The  dose  for  children 
is  calculated  at  4.0  units  per  kilogram  of  body 
weight.  The  approximate  physician  cost  price  for 
these  various  agents  is  presented  on  a cost  per 


dose; 

Human  Tetanus  Antitoxin  $8.55  per  dose 

(250  units) 

Equine  Tetanus  Antitoxin  $2.49  per  dose 

(4,500  units  =:  3 ampules) 

Tetanus  Toxoid  (Alum 

precipitated)  $.13  per  dose 


( 15  cc.  vial  of  30  doses  at  $3.96 ) 

Primarily  because  of  the  cost,  the  supply  of 
human  tetanus  antitoxin  is  limited.  One  major 
hospital  in  Phoenix  tries  to  maintain  an  inven- 
tory of  25  ampules  of  250  units  each.  This  is 
hardly  enough  in  the  event  of  a major  conflagra- 
tion or  disaster  in  the  Phoenix  area. 

Because  of  these  factors,  the  case  for  active 
immunization  for  everyone  becomes  urgent  and 
crystal  clear.  In  terms  of  availability,  cost,  effec- 
tiveness, safety  and  surety  of  immunity  no  prod- 
uct matches  the  value  of  tetanus  toxoid  when 
used  in  the  proper  dosage  schedule  prior  to  in- 
jury. The  importance  of  such  a program  for  all 
patients  eannot  be  overstressed.  Should  a major 
disaster  occur  in  our  area,  the  risk  for  all  pa- 
tients who  have  not  been  actively  immunized 
is  going  to  be  multiplied  greatly. 

SO,  DOCTOR,  PLEASE  RECOMMEND 
AND  CARRY  OUT  ACTIVE  IMMUNIZA- 
TIONS WITH  TETANUS  TOXOID  FOR  ALL 
YOUR  PATIENTS. 

IS  YOUR  WIFE  PROPERLY  IMMUNIZED 
AGAINST  TETANUS? 

ARE  YOU? 
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The  Feasibility  of  Eradication 
of  Measles 


Robert  S.  Ganelin,  M.D.,  F.A.A.P. 


Measles  often  belies  its  popular  reputation 
as  a benign  inconvenience.  Adequate  and  safe 
means  tor  immunization  are  available.  Era- 
dication is  predicated  on  a tenable  epidemio- 
logical basis.  Measles  can  become  a medical 
curiosity  if  immunizations  are  administered 
conscientiously  by  every  physician  who  has 
the  opportunity. 


333  West  Thomas  Road 
Phoenix,  Arizona  85013 


The  Scene:  The  University  of  Arizona  Hospital 
— Bedside  Teaching  Rounds. 

The  Time:  2000  A.D. 

Enter,  the  Players 

An  Attending  Pediatrician  (Unbelievingly).  How 
can  you  be  sure? 

A Knowledgeable  Resident  (Confidently).  It’s 
elassical.  I found  an  old  copy  of  Nelson’s  Pe- 
diatrics in  the  library  and  it  has  several  pages 
on  measles.  There’s  no  doubt  about  the  diag- 
nosis. 

The  Chief  Resident  (Pragmatically).  But  where 
would  he  have  contacted  measles? 

Resident  ( Impatiently ) . He  was  out  of  the  coun- 
try two  weeks  ago;  he  must  have  been  exposed 
abroad. 
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An  Assistant  Professor  of  Pediatrics  (Holding 
out  to  the  last).  But  there  are  no  Koplik’s 
spots. 

Resident  (With  one— upsinanship ) . You  don’t 
need  them.  After  the  rash  has  been  present  a 
day  or  two,  they’re  iisiially  not  present.  Every- 
thing else  is  there. 

An  Instructor  in  Pediatrics  (Ceremoniously). 
What  does  the  Professor  say? 

An  Associate  Professor  ( Disdainfully ) . Oh,  what 
does  he  know.  He’s  never  seen  a case  either. 

An  Intern  (Admiringly).  Well,  that’s  really 
great.  How  did  ytu  make  the  diagnosis? 

The  Resident  (Dejectedly).  Well,  (a  long  pause), 
the  medical  student  suggested  it. 

The  Medical  Student  grows  three  inches; 
the  Resident  shrinks  two. 

Intern  (Defensively).  All  right,  wise  guy,  how 
did  you  make  the  diagnosis? 

The  Student  (Visibly  deflated).  To  be  honest, 
the  grandmother  suggested  it. 

Exit,  the  Players.  Curtain 


Fifteen  years  ago,  dialogue  such  as  this  would 
have  been  considered  unrealistic.  Although  those 
with  faith  knew  in  their  hearts  that  the  prob- 
lem of  measles  would  be  conquered  some  day, 
there  was  little  reason  to  feel  that  one  could 
hope  for  eradication  of  this  disease  in  the  fore- 
seeable future.  At  the  time  of  this  writing,  how- 
ever, the  U.  S.  Public  Health  Service  has  set  the 
goal  of  eradication  of  measles  for  1967.  The  pur- 
pose of  this  paper  is  to  summarize  reasons  why 
this  goal  may  be  attainable. 

The  Measles  Vaccine 

Isolation  of  the  measles  virus  in  Enders’  labor- 
atory in  1954^  was  followed  by  development  of 
several  measles  vaccines.  The  types  used  most 
frequently  in  this  country  today  are  listed  in 
Table  1 along  with  recommendations  of  the 
Amei'ican  Academy  of  Pediatrics^  regarding 
schedules  of  immunization. 

The  most  popular  vaccination  programs  use 
one  of  the  live,  attenuated  vaccines,  eitlier  the 
Edmonston  B strain  with  or  without  gamma  glo- 
bulin, or  the  further  attenuated  Schwarz  strain. 


Results,  on  the  basis  of  antibody  response  and 
clinical  immunity,  are  satisfactory  with  sched- 
ules 1,  2,  and  3 Table  1).  There  is  a definite 
but  slight  superiority  of  antibody  response  to  the 
Edmonston  strain  alone  (schedule  1)  as  com- 
pared with  that  vaccine  used  in  association  with 
gamma  globulin  (schedule  2)  or  the  further  at- 
tenuated Schwarz  strain  ( schedule  3 ) . However, 
protective  antibodies  develop  in  94  to  98  per- 
cent of  recipients  with  all  three  regimens.  The 
pattern  of  antibody  response  following  schedules 
1 and  2 very  closely  parallels  the  pattern  follow- 
ing natural  measles.  With  immunization  by  the 
Schwarz  strain,  there  is  shorter  duration  of  de- 
tectable antibody  levels.  (Table  2).  However, 
Krugman’'  * feels  that  clinical  immunity  persists 
following  this  vaccine  despite  the  lack  of  per- 
sistence of  detectable  antibodies. 

The  advantage  of  slightly  greater  efficacy  of 
the  Edmonston  strain  alone  in  stimulating  and 
maintaining  antibody  levels  may  be  outweighed 
by  the  advantage  of  a smaller  number  of  reac- 
tions following  immunization  according  to  sched- 
ule 2 or  3.  Table  3 summarizes  the  incidence 
of  reactions  to  these  three  immunization  pro- 
grams. 

The  remaining  immunization  programs  involve 
the  use  of  a killed  vaccine,  either  alone  or  follow- 
ed by  a live  vaccine  (schedules  4 and  5,  Table 
1).  The  killed  vaccines  alone  are  clearly  inferior 
to  the  live  vaccines  in  regard  to  immunity  and 
are  recommended  only  for  those  individuals  for 
whom  there  is  contraindication  to  the  adminis- 
tration of  a live  virus  vaccine.  The  contraindica- 
tions are  listed  in  Table  4. 

The  immunity  obtained  with  the  killed  vac- 
cine followed  by  live  vaccine  is  comparable  to 
that  of  the  live  vaccine  alone.  The  advantages 
of  this  routine  are  the  almost  negligible  inci- 
dence of  side  effects  and  the  ability  to  begin 
immunization  programs  at  an  earlier  age  than 
can  be  accomplished  with  the  live  vaccines.''  The 
disadvantages  are  the  increased  cost  to  the  pa- 
tient, increased  number  of  injections  and  in- 
creased number  of  visits  to  the  physicians’  of- 
fices. In  the  healthy  patient,  there  seems  to  be 
little  indication  for  this  routine. 
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Table  1 

SCHEDULES  OE  MEASLES  IMMUNIZATION 


SCHEDULE  TYPE  OE  VACCINE 

1 Live,  attenuated 

vaccine  (Edmonston) 

AGE 

12  months** 
and  older 

NO.  INJECTIONS  f 
1 

VISITS 

1 

COMMENT 

Although  the  live,  attenuated  vaccine  ma; 
be  administered  safely  with  or  without  the] 
simultaneous  administration  of  Measles  Im- 
mune Globulin,  most  physicians  will  wish  tc: 
use  the  two  combined  because  of  the  less-! 
ened  frequency  of  clinical  reactions.  ! 

2 

Live  attenuated 
vaccine  (Edmonston) 
plus  Measles 
Immune  Globulin 

12  months** 
and  older 

2 

Measles  Immune 
Globulin  (.022  ml  per  kg 
at  different  site  with 
different  syringe) 

1 

i 

3 

Live,  fmrther 
attenuated  vaccine 
(Schwarz) 

12  months 
and  older 

1 

without  Measles 
Immune  Globulin 

1 

Glinical  reactions  and  antibody  response  ap- 
proximate those  observed  in  schedule  2. 

4 

Inactivated  vaccine 
followed  by  live, 
attenuated  vaccine 

12  months** 
and  older 

2 

1 dose  inactivated  vaccine 
followed  in  1 to  3 months 
by  1 dose  live  attenuated 
vaccine 

2 

The  preceding  administration  of  inactivatec 
vaccine  serves  to  reduce  the  frequency  and 
severity  of  clinical  reactions  following  live 
attenuated  vaccine  administration. 

Under  12 
months* 

4 

3 doses  inactivated 
vaccine  at  monthly 
intervals  followed  by 
1 dose  live  attenuated 
vaccine  at  12  months 
of  age  or  older 

4 

5 

Inactivated  vaccine 

any  age 

4 

3 (monthly  intervals) 
plus  a booster  dose 
after  one  year*** 

4 

Use  of  this  vaccine  is  not  preferred  except 
for  special  groups  in  which  live  attenuated 
vaccine  is  contraindicated.  The  degree  and 
duration  of  protection  has  not  been  deter- 
mined. 

f Manufacturers’  directions  regarding  volume  of  dose  should  be  followed. 

®May  be  given  simultaneously  with  DPT  primary  immunization  series. 

**The  live  attenuated  vaccines  should  be  administered  only  to  those  12  months  of  age  or  older  since  residual  maternal  antibody  may 
interfere  with  a satisfactory  response  among  younger  children  if  the  vaccine  is  accompanied  by  an  injection  of  immune  globulin. 
***Data  are  not  yet  available  to  indicate  when  or  with  what  frequency  additional  booster  doses  might  be  required. 

From  Report  of  the  Committee  on  the  Control  of  Infectious  Diseases  pp  185  American  Academy  of  Pediatrics,  Evanston,  111.  1966. 

Table  2 

Persistence  of  measles  HI  antibody  two  years  after 
natural  infection  or  immunization  with  live  attenuated 
measles  virus  vaccine. 

Geometric 


Group 

No.  with 
antibody 
No.  tested 

% with 
antibody 

mean 

antibody 

titer 

1.  Natural  infection 

92/96 

96 

84 

2.  Live  Edmonston  B vaccine 

52/55 

95 

53 

3.  Live  Edmonston  B vaccine 

39/41 

95 

30 

plus  gamma  globulin 
4.  Live  further  attenuated 

74/90 

80 

16 

vaccine 


After  Krugman  IQGS'® 


Table  3 

Reactions  to  measles  vaccines 


Edmonston 

Edmonston 
with  Gama 
Globulin 

Schwarz 

Fever  39.5° 

20-30% 

9-15% 

7-10% 

or  higher 

Duration  of 

3.8  days 

3.1  days 

2.5  days 

fever 

Exanthem 

30-50% 

5-30% 

3-15% 

Seizures 

2.1% 

0.6% 

1% 

After  Katz  1965® 


Table  4 

Contraindicatons  to  the  use  of  live  attenuated  vaccine 
Pregnancy 

Leukemias,  lymphomas,  and  other  generalized  malig- 
nancies 

Therapy  which  depresses  resistance  — steroids,  irradia- 
tion, alkylating  agents,  and  antimetabolites 
Marked  egg  sensitivity 
Tuberculosis 


Can  the  Vaccine  Eradicate  Measles 

Does  the  availability  and  use  of  the  vaccine 
guarantee  eradication  of  measles?  For  the  follow- 
ing reasons,  the  answer  appears  to  be  yes  pro- 
vided vigorous  vaccination  programs  are  pur- 
sued. Firstly,  the  development  and  persistence 
of  antibody  levels  following  live  virus  immuni- 
zation, particularly  with  the  Edmonston  strain, 
parallel  those  following  the  natural  infection. 
If  this  results  in  a complete,  permanent  immun- 
ity as  occurs  with  natural  infection,  effective 
measles  immunization  programs  can  eliminate 
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permanently  almost  all  susceptible  individuals 
in  a short  period  of  time.  Only  long  term  ob- 
servations will  confirm  the  permanence  of  im- 
munity after  vaccine  induced  measles. 

Secondly,  the  measles  virus  apparently  re- 
quires a reservoir  of  susceptible  individuals  for 
its  propagation.  Evidence  of  this  is  available 
from  those  areas  of  the  world  which  remained 
free  of  measles  for  decades,  apparently  due  to 
absence  of  the  virus.  Elimination  of  the  bulk  of 
susceptibles  by  means  of  large  scale  vaccination 
would  presumably  eliminate  any  possible  reser- 
voir. Thus  it  appears  that  the  phenomenon  of 
“herd  immunity”  would  prevent  continuing  oc- 
currence of  measles  once  the  proportion  of  sus- 
ceptibles fell  below  a certain  minimum.®  At  what 
level  the  herd  immunity  phenomenon  would 
result  in  elimination  of  the  virus  is  not  known. 
The  important  point  is,  that  although  large  scale 
immunizations  are  necessary,  it  is  in  all  prob- 
ability not  essential  to  immunize  all  suscep- 
tibles in  order  to  eradicate  the  disease. 

Thirdly,  the  lack  of  subclinical  measles  as  a 
significant  entity  permits  relatively  easy  surveil- 
lance to  prevent  reintroduction  of  the  virus  into 
the  population.  As  stated  above,  reintroduction 
of  the  virus  would  not  be  a significant  hazard 
if  vaccine  induced  immunity  remains  effective. 

The  Need  for  Eradication  of  Measles 

With  the  mechanism  at  hand  to  eliminate 
measles,  one  must  stop  to  consider  the  need  for 
eradication  of  a disease  which  is  generally  ac- 
cepted by  the  public  and  many  physicians  as 
being  a benign  problem  and  an  acceptable  part 
of  life.  The  data  supporting  the  need  for  this  are 
impressive. 

With  the  birth  rate  in  this  country  of  almost 
4 million  yearly,  a two  to  three  yearly  cycle  of 
measles  epidemics,  and  an  epidemic  attack  rate 
in  urban  areas  of  75  to  90  percent  of  susceptibles, 
one  must  assume  that  4 million  or  more  cases 
can  occur  during  an  epidemic  year.  The  loss  of 
time  from  work  and  school  due  to  the  uncom- 
plicated illness  alone  becomes  a problem  of  im- 
mense magnitude.  Bacterial  superinfection  oc- 
curs in  approximately  15  percent  of  cases,^  this 
compounds  the  simple  economic  problems  asso- 


ciated with  the  uncomplicated  disease  and  great- 
ly increases  the  risk  of  mortality.  The  other  ma- 
jor complication  of  measles,  encephalitis,  occurs 
in  1:400  to  1:1000  cases  and  is  associated  with 
a mortality  rate  of  approximately  15  percent  and 
a 40  percent  rate  of  neurologic  residua.® 


It  can  be  seen  that  these  risks  are  not  theore- 
tical by  studying  the  Arizona  morbidity  and 
mortality  statistics.  From  1957  through  1966 
deaths  of  111  children  were  attributed  to 
measles.  There  were  about  750  cases  of  measles 
encephalitis  and  at  least  300  cases  of  brain  dam- 
age. The  magnitude  of  these  figures  must  dis- 
suade the  patient  and  his  family  from  a sense  of 
complacency  regarding  this  disease  and  empha- 
size the  need  for  its  eradication.  It  is  the  role 
of  the  physician  to  transmit  this  message  effec- 
tively. 


Thus,  there  is  ample  reason  to  attempt  to  era- 
dicate measles  and  plentiful  evidence  that  this 
can  be  done.  The  uncertainty  of  biological  pat- 
terns must  prevent  overconfidence.  Is  it  possible 
that  the  measles  virus  will  alter  its  antigenic  pat- 
tern or  its  life  cycle?  Will  the  immunity 
to  the  vaccine  be  temporary,  thus  permitting  the 
development  of  susceptibility  in  the  older  popu- 
lations? Are  there  other  unforeseen  factors  which 
would  prevent  complete  elimination  of  the  dis- 
ease? These  possibilities  are  remote  and  need 
not  concern  us  at  the  present  time.  They  only 
serve  to  emphasize  the  need  for  constant  vigil- 
ance in  the  problem  of  measles  eradication.  The 
important  point  is  that  the  physicians  now  have 
at  their  disposal  the  means  of  elimination  of 
measles  as  we  recognize  it  today. 
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International  Requirements  For  Vaccination 


Regulations  of  the  United  States  and  other  countries  require  that  trav- 
elers be  immunized  against  certain  diseases.  The  prospective  voyagers  can 
protect  themselves  against  many  hazards  and  save  time  and  inconvenience 
by  becoming  familiar  with  these  regulations. 


Bernard  F.  Rosenblum,  M.D. 


Medical  Director  USPHS,  Medical  Officer  in  Charge,  Mexican 
Border  Area  Headquarters,  U.  S.  Public  Health  Service  Quaran- 
tine, El  Paso,  Texas. 


This  is  a nation  of  travelers.  More  than  1,- 
250,000  persons  in  the  United  States  seeure  pass- 
ports eaeh  year  and  eurrently  about  12,000  Ari- 
zona eitizens  obtain  passports  annually  to  take 
one  or  several  trips  abroad  for  business  or  pleas- 
ure. Many  of  these  travelers  will  visit  areas  of 
the  world  where  they  can  be  exposed  to  diseases 
that  have  been  eradicated  in  the  United  States 
or  have  never  occurred  here. 

Today  it  is  possible  to  leave  virtually  any 
area  of  the  world  and  arrive  at  any  other  place 
on  Earth  within  the  incubation  period  of  all 
communicable  diseases.  Freedom  from  overt  ill- 
ness does  not  provide  any  assurance  that  a trav- 
eler is  not  importing  an  infectious  disease.  Yellow 
fever,  cholera,  and  smallpox  have  disappeared 
from  the  United  States  but  persist  in  many  coun- 
tries. Introduction  of  these  diseases  in  receptive 
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areas  could  result  in  severe  epidemics.  To  pre- 
vent introduction  of  diseases  from  abroad,  as 
well  as  to  provide  personal  protection  for  the 
traveler,  vaccination  is  required  by  the  U.  S. 
Public  Health  Service.  Other  countries  require 
immunization  against  certain  diseases  also  and 
some  immunizations  are  recommended  for  trav- 
elers’ own  protection  which  are  not  required  by 
government  regulation. 

The  traveler  should  learn  what  immunizations 
are  needed  when  he  first  anticipates  traveling  so 
that  ample  time  is  available  to  complete  the 
necessary  series  of  immunization.  Vaccination 
certificates  become  valid  only  at  the  end  of  a 
period  which  may  be  from  6 to  12  days.  Fur- 
thermore if  both  smallpox  and  yellow  fever  vac- 
cines are  needed,  an  interval  of  at  least  2 weeks 
should  be  allowed  between  injections. 

Most  travel  agencies  have  information  on  rec- 
ommended and  required  immunization.  The  trav- 
eler’s physician  usually  can  give  the  vaccines 
with  exception  of  yellow  fever  which  is  available 
only  from  designated  centers.  In  Arizona  yellow 
fever  vaccine  is  available  by  appointment  from 
health  departments  in  Flagstaff,  Phoenix,  and 
Tucson.  Further  information  on  vaccination  re- 
quirements and  vaccinations  may  be  obtained 
from  the  U.  S.  Public  Health  Service,  Foreign 
Quarantine  Program,  7915  Eastern  Avenue,  Sil- 
ver Spring,  Maryland  20910. 

The  new  International  Certificates  of  Vaccina- 
tion (Form  PHS-731,  Rev.  9-66)  which  became 
effective  January  1,  1967  are  the  only  accept- 
able documents  for  international  travel.*  All 
vaccinations  performed  prior  to  that  date  and 
recorded  on  the  old  form  will  be  honored  for  3 
years  following  the  date  of  the  vaccination.  The 
new  certificate  requires  information  on  smallpox 
vaccine  to  show  the  origin  and  batch  number  of 
vaccine  and  to  indicate  whether  freeze-dried  or 
liquid  vaccine  was  used.  These  certificates,  which 
are  included  on  a folded  form  where  space  is 
provided  for  other  immunizations,  must  be  filled 
out  completely.  Written  signature  of  the  physi- 
cian responsible  for  the  vaccination  is  necessary. 
The  date  should  be  recorded  in  the  sequence  of 

“International  Certificates  of  Vaccination  (Form  PHS-731,  Rev. 
9-66)  are  for  sale  by  the  Superintendent  of  Documents,  Govem- 
ment  Printing  Office,  ^Vashington,  D.  C.,  20402.  Tire  piice  is 
10  cents  each,  or  $5.00  per  iOO. 


day,  month  (to  be  written  in  letters),  year. 

Certificates  for  smallpox  and  cholera  vaccina- 
tions must  bear  a stamp  approved  by  the  health 
administration  of  the  country  where  the  vaccina- 
tion is  performed.  In  the  United  States  small- 
pox and  cholera  vaccination  certificates  must  be 
validated  with  the  stamp  of  the  local  health  de- 
partment. The  yellow  fever  vaccination  certifi- 
cate is  stamped  by  the  clinic  performing  the  serv- 
ice. Failure  to  follow  the  prescribed  procedure 
may  result  in  delay,  inconvenience  or  embarrass- 
ment to  the  traveler. 

Following  are  some  specific  immunizations 
required  and  recommended  for  international 
travel. 


Smallpox 

Evidence  of  vaccination  against  smallpox 
within  3 years  is  required  by  most  governments 
at  the  time  of  arrival.  Smallpox  is  endemic  in 
most  countries  of  Asia,  Africa,  and  a few  South 
American  countries.  A valid  vaccination  certifi- 
cate against  smallpox  helps  to  expedite  travel- 
ers at  ports  of  entry.  It  is  also  required  on  re- 
turn to  the  United  States.  The  smallpox  vaccina- 
tion is  valid  for  3 years,  beginning  8 days  after 
the  date  of  a successful  primary  vaccination  or 
on  the  date  of  revaccination. 

Persons  entering  the  United  States  not  in  pos- 
session of  a valid  smallpox  vaccination  certificate 
are  subject  to  vaccination  or  surveillance  up  to 
14  days,  or  both,  or  to  detention  for  14  days. 


Exceptions  to  Vaccination  for  Smallpox 

Quarantine  officers  at  ports  of  entry,  includ- 
ing the  United  States,  will  give  consideration 
to  a physician’s  statement  (\\a-itten  on  his  letter- 
head) that  vaccination  for  smallpox  is  mediealK' 
contraindicated  for  a stated  reason.  The  quaran- 
tine officer  will  determine  whether  surveillance 
or  isolation  is  necessary. 

Preenant  women  and  children  under  one  \ear 

O * 

of  age  are  not  vaccinated  unless  from  an  infected 
area  during  the  incubation  period  of  the  disease. 
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Yellow  Fever 

Travelers  who  within  6 days  (9  days  for  Cey- 
lon, India,  and  Pakistan)  of  arrival  in  yellow- 
fever  reeeptive  countries  have  come  from  or 
passed  through  an  area  considered  infected  with 
yellow  fever  by  the  country  of  arrival  are  re- 
quired to  present  a valid  certificate  of  vaccina- 
tion against  yellow  fever. 

Yellow  fever  vaccinations  are  valid  for  10 
years,  beginning  10  days  after  vaccination.  (The 
18th  World  Health  Assembly  in  1966  extended 
the  period  of  validity  from  6 to  10  years. ) 

Jungle  yellow  fever  is  endemic  in  the  moist 
tropical  forests  of  the  Americas.  These  forests 
extend  from  Mexico  and  Guatemala  on  the  north 
through  the  Isthmus  of  Panama  and  the  Amazon 
Valley  to  southern  Brazil  and  Argentina.  In 
Africa  the  yellow  fever  area  extends  from  15°  N. 
to  10°  S. 

In  the  United  States  the  yellow  fever  receptive 
areas  include  Florida,  Georgia,  South  Carolina, 
Tennessee,  Arkansas,  Alabama,  Mississippi,  Lou- 
isiana, and  the  eastern  half  of  Texas  in  a line 
drawm  from  Del  Rio,  Texas,  in  the  south  and 
extending  northeast  to  a point  midway  on  the 
southern  border  of  Oklahoma.  The  receptive  area 
also  includes  American  Samoa,  Guam,  Hawaii, 
Puerto  Rico,  Ryukya  Islands,  U.  S.  Trust  Ter- 
ritory of  Pacific,  and  the  Virgin  Islands. 

Inoculation  is  available  only  at  authorized  yel- 
low fever  vaccination  centers.  Refer  to  “Immuni- 
zation Information  for  International  Travel,” 
Public  Health  Service  Publication  #384,  Re- 
vised 1965-66,  for  address  of  the  nearest  center. 


or  contact  the  nearest  U.  S.  Public  Health  Service 
installation.  The  standard  dose  is  one  inocula- 
tion. A fee  is  charged  at  some  centers. 

Cholera 

Vaccination  is  usually  required  by  countries 
after  a person  has  passed  through  or  come  from 
an  area  where  the  disease  is  present.  Vaccination 
is  valid  for  6 months,  beginning  6 days  after  the 
first  injection,  or  on  the  date  of  a revaccination 
within  the  period  of  6 months. 

The  disease  is  endemic  in  the  Philippines,  and 
epidemic  in  Afghanistan,  Burma,  India,  Indo- 
nesia, Iran,  Nepal,  Pakistan,  Thailand,  and  Viet- 
nam. 

The  standard  course  is  two  inoculations,  at 
least  several  days  apart,  with  booster  doses  at 
intervals  of  6 months  as  long  as  the  danger  of 
infection  exists. 

Recommended  Immunization  & Prophylaxis 

In  addition  to  the  aforementioned  immuniza- 
tions, the  following  are  recommended  for  foreign 
travel:  inoculations  for  typhoid  fever,  tetanus, 
typhus,  diphtheria,  influenza,  polio,  and  measles. 
Plague  vaccine  is  recommended  for  those  who 
plan  to  go  into  the  interior  of  countries  where 
plague  is  endemic.  These  are  Bolivia,  Ecuador, 
Peru,  Brazil,  Venezuela,  Republic  of  the  Gongo, 
Kenya,  Malagasy,  Tanganyika,  South  Africa,  In- 
dia, Burma,  Vietnam,  Gambodia,  Indonesia,  and 
Iran. 

In  malaria  infected  areas  it  is  recommended 
that  suppressive  medication  be  started  well  in 
advance  of  the  travel  and  continued  during  the 
travel  and  also  following  departure  from  the 
area. 
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Immunization  in  Pediatric  Practice 


W.  Scott  Chisholm,  Jr.,  M.D. 


Immunization  is  a prominent  consideration  in  pediatric  practice.  Possi- 
bilities of  protection  are  extended  constantly  as  new  vaccines  become  avail- 
able and  existing  ones  are  improved.  Regimens  for  immunization  frequent- 
ly must  be  re-evaluated  to  insure  optimum  benefits  for  individuals  and 
the  community. 


“Imimmication  is  a dynamic  subject  in  need 
of  constant  evaluation.”^  In  general,  all  immuni- 
zation should  be  begun  in  infaney. 

In  planning  any  program  of  immunization  of 
foremost  consideration  is  the  need  to  establish 
resistance  to  all  possible  infections  as  early  in 
life  as  is  reasonably  possible.^  Passive  immunity 
for  4 to  6 months  may  be  obtained  in  newborns 
against  measles,  diphtheria,  tetanus,  and  polio- 
myelitis. However  no  passive  immunity  against 
pertussis  is  transferred  across  the  plaeenta.  Ap- 
proximately 80  percent  of  deaths  from  pertussis 
occur  within  the  first  year  of  life.  Therefore  the 
prime  consideration  of  early  immunization  is 
to  protect  the  infant  against  pertussis.  The  pas- 
sive immunity  obtained  by  infants  does  not  inter- 

1158  East  Missouri,  Phoenix,  Arizona  8.5014. 


fere  with  immunization  against  diphtheria,  te- 
tanus, or  poliomyelitis  to  any  great  e.xtent  but 
does  cause  a significant  reduction  in  antibody 
response  to  measles. 

“At  present  it  is  recommended  that  all  infants 
be  inoculated  actively  against  diphtheria,  per- 
tussis and  tetanus  with  a course  of  infections  of 
combined  antigens  containing  alum-precipitated 
aluminum  hydroxide  or  aluminum  phosphate- 
absorbed  diphtheria  and  tetanus  toxoid,  and  per- 
tussis vaccines.  These  ‘depot’  triple  antigens  com- 
bined with  adjuvants  are  considered  preferable 
to  other  mixtures  for  the  following  reasons: 

1.  They  induce  more  prolonged  antitoxic  im- 
munity to  diphtheria  and  tetanus. 

2.  They  cause  greater  antigenic  stimulation 
against  pertussis  in  earb'  infancy. 
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3.  They  are  less  likely  to  produce  systemic  re- 
action because  of  lower  protein  content  and 
slower  absorption.”^ 

Diphtheria 

Diphtheria  toxoid  came  into  general  use  40 
years  ago.  However,  in  the  United  States  some 
900  cases  still  occur  annually.®  The  case  fatality 
ratio  has  shown  relatively  little  change  even  with 
the  availability  of  antibiotics,  antitoxins,  and 
specialized  medical  care.  Basic  immunization  is 
the  only  sure  way  to  reduce  the  attack  rate  of 
diphtheria.  When  70  percent  of  the  population 
is  effectively  immunized,  the  disease  can  be 
brought  under  control.  In  infants  and  children  up 
to  the  age  of  six,  the  standard  pediatric  prepara- 
tion of  DPT  should  be  used  according  to  the 
schedule.  ( See  chart  of  recommended  immuniza- 
tions in  this  issue)  After  the  age  of  six,  adult 
DT  ( in  which  the  diphtheria  toxoid  is  only  one- 
tenth  of  that  in  pediatric  DPT ) is  recommended. 

Pertussis 

Pertussis  as  late  as  1958  was  a significant  cause 
of  death  in  children  under  the  age  of  one.  Since 
that  time  improved  immunization  has  reduced 
the  death  rate  but  the  spectre  continues  to  be 
present. 

Tetanus 

Tetanus  is  one  of  the  two  most  effective  yet 
innocuous  immunizing  agents  available  (Sabin 
poliomyelitis  being  the  other).  The  duration  of 
immunity  is  strikingly  lasting  and  nearly  100 
percent  effective.  For  patients  who  have  received 
proper  tetanus  immunization  within  the  pre- 
vious 5 years,  a booster  will  produce  excellent 
antibody  response.  In  the  advent  of  contamin- 
ated injuries,  tetanus  toxoid  (preferably  in  con- 
junction with  diphtheria  toxoid  as  DT)  should 
be  given  if  six  months  have  lapsed  since  pre- 
vious immunization. 

Smallpox 

In  the  United  States  smallpox  has  not  been 
reported  since  1949.  However,  we  must  guard 
against  being  complacent  since  smallpox  remains 
a major  problem  in  many  Asian  countries.  The 
advent  of  modern  travel  can  bring  the  disease 
to  our  shores  at  any  time.  Several  types  of  vac- 
cine are  presently  in  use.  The  author  prefers 
lyopholized  vaccine  to  be  given  near  the  inser- 
tion of  the  left  deltoid  muscle.  Vaccinal  encepha- 
litis occurs  more  frequently  after  the  age  of  two. 
Recommendation  at  the  present  time  is  for  chil- 
dren to  have  primary  smallpox  vaccination  to- 


wards the  end  of  the  first  year  of  life. 

Contraindications  To  Vaccination  — Children 
or  adults  with  eczema,  impetigo,  or  other  forms 
of  dermatitis  should  not  be  vaccinated  because 
of  the  risk  of  eczema  vaccinatum.  Consequently, 
if  any  person  in  the  household  has  eczema,  etc., 
no  healthy  child  should  be  vaccinated. 

Poliomyelitis 

The  Sabin  oral  poliomyelitis  vaccine  (OPV) 
is  one  of  the  safest  and  most  effective  vaccines 
that  has  been  developed.  In  countries  behind  the 
iron  curtain  where  immunization  is  mandatory, 
poliomyelitis  has  nearly  vanished. 

OPV  may  be  given  as  the  monovalent  vaccine 
or  trivalent  vaccine.  (See  schedule).  Recently 
the  Special  Advisory  Committee  on  Oral  Polio- 
myelitis Vaccine  to  the  Surgeon  General  of  the 
United  States  Public  Health  Service  recommend- 
ed that  if  the  monovalent  vaccine  is  used,  Type 
II  be  given  first.  Type  II  confers  some  heterolo- 
gous immunity  against  Types  I and  III.  There- 
fore, theoretically  the  slight  risks  associated  with 
the  other  vaccine  types  would  be  diminished.^ 
(The  American  Academy  of  Pediatrics  recom- 
mends that  OPV  be  given  using  Type  1 first  and 
Type  II  last.) 

At  the  present  time,  Salk  vaccine  is  rarely 
used  and  need  not  be  given  as  a preliminary  to 
the  Sabin  vaccine. 

Measles 

Aleasles  (Rubeola)  is  the  most  recent  disease 
to  succumb  to  immunization.  The  severity  of 
measles  is  all  too  often  ignored  by  physicians 
and  families  alike.  Five  to  eighteen  percent  of 
the  cases  become  associated  with  secondary  bac- 
terial infections.  However  the  most  serious  com- 
plication is  encephalitis,  which  is  seen  about  once 
in  every  400  to  1000  cases.  In  addition  to  this, 
approximately  50  percent  of  the  cases  will  show 
abnormal  E.E.G.  changes.  Gerebrospinal  fluid 
examination  of  “uncomplicated”  cases  will  dem- 
onstrate pleocytosis  ten  percent  of  the  time.  Men- 
tal retardation  or  abnormal  neurological  symp- 
toms are  seen  all  too  often.  The  physician  should 
urge  that  unprotected  children  be  immunized 
against  measles.® 
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Recommended  Scope  and  Sequence  of 
Immunization  for  Children  and 
Adults  in  Arizona 


E.  Arnold  Isaacson,  M.D.,  M.P.H. 


The  Arizona  State  Joint  Immunization 
Committee's  recommended  immunization 
procedures  for  Arizona  are  presented  in  scope 
and  sequence  chart  form.  These  recommen- 
dations have  been  approved  by  seven  of  Ari- 
zona's professional  societies  dealing  with  im- 
munization of  children  and  adults. 

An  accompanying  compilation  of  currently 
accepted  recommendations  from  highly  rep- 
utable sources  is  also  presented.  These  rec- 
ommendations concern  indications  and  con- 
traindications for  immunizing  against  four  of 
the  diseases  covered  in  the  chart,  and  for 
which  immunization  is  not  routinely  recom- 
mended. 


Deputy  Commissioner,  Arizona  State  Department  of  Health 
1624  West  Adams  Street 
Phoenix,  Arizona  85007 


The  Arizona  State  Joint  Immunization  Com- 
mittee* has  developed  the  accompanying  im- 
munization scope  and  sequence  chart.  This  chart 
contains  recommended  time  and  dosage  sched- 
ules for  routinely  used  immunizing  agents  as  well 
as  a selected  number  of  non-routine  immuniza- 
tion procedures.  These  recommendations  have 
been  approved  by  the  following  organizations 
in  Arizona: 

Arizona  Medical  Association 
Arizona  Academy  of  General  Practice 
Arizona  Society  of  Internal  Medicine 
Arizona  Society  of  Pediatrics 
Arizona  Osteopathic  Medical  Association 
Arizona  State  Board  of  Health 
Arizona  Association  of  Health  Officers 
Consultants**  from  each  group  luu'C  partici- 
pated in  making  recommendations  and  refine- 
ments resulting  in  the  attached  chart.  The  rec- 
ommendations are  intended  to  be  used  as  guides 
to  physicians,  nurses,  schools,  health  depart- 
ments, and  other  related  personnel  and  agencies 
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giving  immunizations  in  Arizona.  It  is  not  in- 
tended to  be  an  exhaustive  text  on  immuniza- 
tion procedures,  nor  to  substitute  for  professional 
judgment  in  special  cases.  It  does,  however,  rep- 
resent the  initial  result  of  an  organized  statewide 
effort  to  standardize  immunization  practices  in 
Arizona,  and  will  accomplish  that  goal  if  fol- 
lowed. Documented  recommendations  for  im- 
provement are  invited  inasmuch  as  this  is  the 
first  time  such  an  endeavor  has  been  undertaken 
in  Arizona. 

Routine  precautions  and  contraindications  as 
recommended  on  pages  1 and  2 of  the  1966 
Report  of  the  Committee  on  the  Control  of  In- 
fectious Diseases  of  the  American  Academy  of 
Pediatrics^  are  suggested  as  appropriate  guide- 
lines for  routine  standards  of  practice  in  con- 
nection with  administration  of  routinely  admin- 
istered vaccines. 

Synopsis  of  Indications  and  Contraindications 
for  Specific  Antigens 

Paratyphoid  A and  B.  It  will  be  observed  that 
the  joint  committee  has  not  recommended  the 
use  of  Paratyphoid  A and  B vaccines.  This  posi- 
tion was  announced  following  the  16  May  1966 
recommendations  of  the  Public  Health  Service 
Advisory  Committee  on  Immunization  Practices, 
vis. 

“The  effectiveness  of  a Paratyphoid  A vac- 
cine has  never  been  established,  and  recent 
field  trials  have  shown  that  available  Para- 
typhoid B vaccines  were  ineffective.  In  view 
of  these  data,  and  recognizing  that  the  Para- 
typhoid A and  B antigens  when  combined 
with  typhoid  vaccine  may  increase  the  occur- 
rence of  vaccine  reactions,  use  of  Paratyphoid 
A and  B vaccines  is  not  recommended.”^ 

The  state  joint  immunization  committee  sup- 
ports this  recommendation. 

Plague.  Inoculations  for  plague  are  not  rou- 
tinely recommended,  but  should  be  given  during 
an  epidemic  or  upon  arriving  in  an  infected  area. 
Duration  and  degree  of  immimity  conferred  by 
vaccination  are  relatively  uncertain.  Persons  re- 
maining in  infected  areas  should  receive  recall 
injections  at  4-6  month  intervals,  but  need  not 
repeat  the  standard  course.®'  * Recall  injection 
dosages  vary  with  age  and  are  given  at  any  time 
within  4 years  after  the  standard  course  or  last 
recall  injection.® 

Yellow  Fever.  “Vaccination  against  yellow 
fever  is  recommended  for  anyone  traveling  to 


Central  or  South  America  and  to  any  African 
country  below  the  Sahara.®  A single  subcutane- 
ous injection  of  0.5  ml.  of  a 1:10  dilution  of  yel- 
low fever  vaccine  is  recommended  for  all  age 
groups.  Authorities  differ  on  revaccination  per- 
iods, but  the  Committee  on  Control  of  Infectious 
Diseases  of  the  American  Academy  of  Pediatrics 
recommends  a recall  inoculation  every  6 years. 

Vaccine  must  be  obtained  from  Yellow  Fever 
vaccination  centers  for  international  travel. 
There  are  three  such  centers  in  Arizona  and  ser- 
vice is  given  by  previous  appointment.  These 
centers  are: 

1.  Coconino  County  Health  Department 
1303  North  Beaver  Street*** 

Flagstaff,  Arizona  86001 
Telephone:  774-5011 

2.  Maricopa  County  Health  Department 
1825  East  Roosevelt  Street 
Phoenix,  Arizona  85006 
Telephone:  258-6381 

3.  Pima  County  Health  Department 
161  W.  Alameda  Street 

Tucson,  Arizona 
Telephone:  623-0571 

Influenza.  Annual  influenza  immunization  is 
not  currently  indicated  for  all  individuals,  but 
vaccine  should  be  administered  regularly  to  per- 
sons in  groups  which  are  known  to  experience 
high  mortality  from  epidemic  influenza.  Such 
groups  include: 

“Chronically  ill  persons  of  all  ages  who  suf- 
fer from  chronic  debilitating  disease,  e.g., 
chronic  and  cardiovascular,  pulmonary,  renal 
or  metabolic  disorders,  in  particular: 

A.  Patients  with  rheumatic  heart  disease, 

especially  those  with  mitral  stenosis. 

B.  Patients  with  other  cardiovascular  disor- 

orders  such  as  arteriosclerotic  heart  dis- 
ease and  hypertension,  especially  those 
with  evidence  of  frank  or  incipient  car- 
diac insufficiency. 

C.  Patients  with  chronic  bronchopulmonary 

diseases,  as  for  example,  chronic  asthma, 
chronic  bronchitis,  bronchietasis,  pulmon- 
ary fibrosis,  pulmonary  emphysema,  pul- 
monary tuberculosis. 

D.  Patients  with  diabetes  melHtus  and  Addi- 

son’s disease. 
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“Patients  residing  in  nursing  homes,  chronic 
disease  hospitals,  and  other  such  environments 
should  be  considered  at  particular  risk  since 
their  more  crowded  living  arrangements  may 
allow  greater  spread  of  disease  once  an  outbreak 
has  been  established. 

Older  Age  Groups 

“During  major  influenza  outbreaks,  especially 
when  caused  by  type  A virus,  increased  mortal- 
ity has  regularly  been  recognized  in  persons  over 
45  years  of  age  and  even  more  notably  in  those 
over  age  65  — this  has  been  particularly  notable 
when  underlying  chronic  illnesses  are  also  evi- 
dent. 

Pregnancy 

“Some  increased  mortality  was  observed  among 
pregnant  women  during  the  1957-58  influenza 
A2  epidemic  both  in  this  country  and  abroad. 
Similar  data  are  not  available  for  subsequent 
years  and,  therefore,  routine  influenza  immuni- 
zation during  pregnancy  is  not  recommended 
unless  the  individual  also  falls  into  one  of  the 
above  “high  risk”  categories. 

Time  of  Vaccination 

“Vaccination  should  begin  as  soon  as  practic- 
able after  September  1 and  ideally  should  be 
completed  by  mid-December.  It  is  important  that 
immunization  be  carried  out  before  influenza 
occurs  in  the  immediate  area  since  there  is  a 
two  week  interval  before  the  development  of 
antibodies. 

Contraindication 

“Since  the  vaccine  viruses  are  produced  in  eggs, 
the  vaccine  should  not  be  administered  to  those 
who  are  hypersensitive  to  eggs  or  egg  products.”^ 


The  Joint  State  Immunization  Committee  sup- 
ports the  above  recommendation. 

Summary 

The  Arizona  State  Joint  Immunization  Com- 
mittee’s recommended  immunization  procedures 
for  Arizona  are  presented  in  scope  and  sequence 
chart  form.  These  recommendations  have  been 
approved  by  seven  of  Arizona’s  professional  so- 
cieties dealing  with  immunization  of  children 
and  adults. 

An  accompanying  compilation  of  currently  ac- 
cepted recommendations  from  highly  reputable 
sources  is  also  presented.  These  recommenda- 
tions concern  indications  and  contraindications 
for  immunizing  against  four  of  the  diseases  cov- 
ered in  the  chart,  and  for  which  immunization 
is  not  routinely  recommended. 


"Arizona  State  Joint  Immunization  Committee  Membership; 
Earl  J.  Baker,  M.D.,  Chairman;  Fred  J.  Brady,  M.D., 

W.  Scott  Chisholm,  M.D.,  Ben  P.  Frissell,  M.D.,  S.  F.  Farns- 
worth, M.D.,  M.P.H.,  Robert  S.  Ganelin,  M.D.,  M.  H.  Goodwin, 
Jr.,  Ph.D.,  Schuyler  Hilts,  M.D.,  E.  Arnold  Isaacson,  M.D., 
M.P.H.,  Paul  Jarrett,  M.D.,  William  Langford,  M.D.,  William 
Lajoie,  M.D.,  George  A.  Spendlove,  M.D.,  M.P.H.,  Mr.  Donald 
W.  Trent. 

"“Representative  Consultant  Organization  Represented 

Matthew  Cohen,  M.D Ariz.  Academy  of  General  Practice 

Professional  Committee  Ariz.  Medical  Association 

Mayer  Markovitz,  M.D Ariz.  Society  of  Internal  Medicine 

Robert  F.  Crawford,  M.D Ariz.  Society  of  Pediatrics 

Donald  E.  Snyder,  D.O Ariz.  Osteopathic  Medical  Ass’n. 

George  A.  Spendlove,  M.D.,  M.P.H..  .Ariz.  State  Board  of  Health 

S.  F.  Farnsworth,  M.D.,  M.P.H.  . .Ariz.  Ass’n.  of  Health  Officers 
"""This  address  will  change  in  1967  upon  occupancy  of  new 
quarters. 
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M I N i HUH  AGE 
TO  START 


ROUTE  OF 
I HHUN I ZAT 1 ON 


NUMBER  OF  DOSES 
IN  PRIMARY 
SERIES 


INTERVALS  IN 
PR  IMARY  SER  I ES 


S E 


2-3  MONTHS 


3-4  MONTHS 


4-5  MONTHS 


I 1-12  HON 


ROUTINE-  DIPHTHERIA 
PERTUSSIS  AND 
TETANUS  (DPT) 
(PEDIATRICS) 


INTRAMUSCULARLY 


TETANUS  DIPHTHERIA 

TD  ADULT) 


INTRAMUSCULARLY 


MONTH  BETWEEN 
1st  AND  2nd 


YEAR  BETWEEN 
2nd  AND  3rd 


PERCUTAMEOUSLY 
BY  MULTIPLE 
PRESSURE  TECH- 
N I QUE 


POLIOMYELITIS 


LIVE,  ORAL.  MONOVA- 
LEN  T TYPES  I , II,  III 


1 OF  EACH  TYPE 


1 MONTH  TO 
6 WEEKS 


QUANTITY  AS 
RECOMMENDED  BY 
MANUFACTURER 


QUANTITY  AS 
RECOMMENDED  BY 
MANUFACTURER 


QUANTITY  AS 
RECOMMENDED  BY 
MANUFACTURER 


LIVE,  ORAL  TRI valent 
(OPV) 


1 MONTH  TO 
6 WEEKS 


Quantity  as 
RECOMMENDED  BY 
MANUFACTURER 


quantity  as 
RECOMMENDED  BY 
MANUFACTURER 


QUANTITY  AS 
RECOMMENDED  BY 
MANUFACTURER 


MEASLES’ 


1.  LIVE*  ATTENUATED 
VACCINE  (EDMONSTON) 


12  MONTHS 
OR  OLDER 


SUBCUTANEOUSLY 

(VACCINE) 


1 INJECTION 


2.  LIVE*  ATTENUATED 
VACCINE  (EDMONSTON ) 
PLUS  MEASLES  IM- 
MUNE GLOBULIN 


12  MONTHS 
OR  OLDER 


VACCINE  SUBCU- 
TANEOUSLY, IM- 
MUNE GLOBULIN 
INTRAMUSCULARLY 
(.022ML/Ka  WITH 
Dl FFERENT  SY- 
RINGE) 


2 INJECTIONS 
(1  VACCINE  AND 
1 MEASLES  IM- 
MUNE GLOBULIN) 


SAME  TIME 
DIFFERENT  SITES 


3.  L I VE'  FURTHER  AT- 
TENUATED VACCINE 
(SCHWARZ) 


12  MONTHS 
OR  OLDER 


SUBCUTANEOUSLY 
WITHOUT  MIG 


1 INJECTION 


i.  A.  INACTIVATED* 
VACCINE  FOLLOWED 
BY'LIVE.  ATTENU- 
ATED VACCINE 


12  MONTHS 
OR  OLDER 


SUBCUTANEOUSLY 


(SEE  REMARKS) 


1-3  MONTHS 


6.  INACTIVATED* 
VACCINE  FOLLOWED 
BY  LIVE,  ATTENU- 
ATED VACCINE 


UNDER  12 
MONTHS 


SUBCUTANEOUSLY 


QUANTITY  AS 
RECOMMENDED  BY 

manufacturer 


QUANTITY  AS 
RECOMMENDED  BY 
MANUFACTURER 


QUANTITY  AS 
RECOMMENDED  BY 
manufacturer 


INFLUENZA* 


3 MONTHS 


SUBCUTANEOUSLY 


SUBCUTANEOUSLY 


CHILDREN  6 MONTH.* 
OCCASIONS  SEP/, 


PARATY PHOI D 


CHOLERA 


I NTRAMUSCULARLY 
OR 

SUBCUTANEOUSLY 


ADULTS  2 
CHILDREN  3 


7 DAYS 
7 DAYS 


I NTRAMUSCULA  RLY 
OR 

subcutaneously 


ADULTS  2 
CHILDREN  3 


7-28  DAYS 
7 OR  MORE  DAYS 


ADULTS 


I NTRAMUSCULARLY 


1.0  cc  FOLLOWED 
IN  1-3  WEEKS  BY 
1.0  cc  FOLLOWED 
IN  1 YEAR  BY 
1.0  cc 


SUBCUTANEOUSLY 


CH I LDREN 


3 INJECTIONS  AT 
1-3  WEEK  INTER- 
VAL 


YELLOW  FEVER 


INTRAMUSCULARLY 

OR 

SUBCUTANEOUSLY 


ROCKY  MOUNTAIN 
SPOTTED  FEVER* 


INTRAMUSCULARLY 

OR 

SUBCUTANEOUSLY 


* CONTAINS 


EGG  PROTEIN 


PREPARED  BY : 

ARIZONA  STATE  JOINT  IMMUNIZATION  COMMITTEE 


I 


ULE  BY  AGE 


3 YEARS 

6 YEARS 

8 YEARS 

12  YEARS 

16  YEARS 
AND  OVER 

REMARKS 

0.  5 cc 

NOT  GIVEN 

NOT  GIVEN 

NOT  GIVEN 

HOT  GIVEN 

NOT  GIVEN 

0.  5 cc 

- 

0.5  cc 

- 

AFTER  12  YEARS  OF  AGE,  ADULT  TO  TOXOID  BOOSTER  SHOULD  BE  GIVEN 
EVERY  10  YEARS  OR  10  YEARS  AFTER  USE  IN  INJURY. 

- 

1 DROP 

- 

1 DROP 

INITIAL  SMALLPOX  VACCINE  MAY  BE  GIVEN  AT  ANY  TIME  BETWEEN  12  AND 
2N  MONTHS  OF  AGE.  AFTER  AGE  12,  BOOSTERS  GIVEN  EVERY  5 YEARS 
EXCEPT  AT  TIME  OF  INTERNATIONAL  TRAVEL  OR  HIGH  RISK  GROUPS  WHO 
SHOULD  BE  VACCINATED  EVERY  3 YEARS. 

BY 

R 

- 

QUANTITY  AS 
RECOMMENDED  BY 
MANUFACTURER 

- 

- 

- 

UPPER  AGE  LIMIT  FOR  OPV  IS  18  YEARS.  ADULTS  SHOULD  BE  VACCI- 
NATED WITH  OPV  ONLY  UNDER  SPECIAL  CIRCUMSTANCES  OF  INCREASED 
EXPOSURE,  I.E.,  ENTRY  INTO  MILITARY  SERVICE,  FOREIGN  TRAVEL,  OR 
ENTRANCE  INTO  HIGHLY  ENDEMIC  AREA. 

A DOSE  OF  TRIVALEHT  OPV  MIGHT  BE  CONSIDERED  FOR  ANYONE  ENTERING 
A HIGHLY  ENDEMIC  AREA  REGARDLESS  OF  PREVIOUS  VACCINATION  HISTORY. 

SIMULTANEOUS  ADMINISTRATION  OF  MIG  WITH  EOMOHSTON  STRAIN  VACCINE 
REDUCES  FREQUENCY  OF  UHDESIREO  REACTIONS. 

SCHEDULES  1.  2.  3 ARE  PREFERRED  OVER  KILLED  VACCINE  REGIMENS 
EXCEPT  WHEN  LIVE  VACCINE  IS  CONTRAINDICATED.  CHILDREN  WITH 
ALTERED  IMMUNE  RESPONSE  (E.G.  LEUKEMIA,  THERAPY  WITH  ANTE- 
METABOLITES,  STEROIDS.  ALKYLATING  AGENTS  AND  IRRADIATION)  SHOULD 
RECEIVE  INACTIVATED  VACCINE.  CHILDREN  WITH  TB  SHOULD  BE  ON  THE 
THERAPY  BEFORE  GIVEN  LIVE  MEASLES  VACCINE, 

NORMAL  CHILDREN  DO  NOT  REQUIRE  INFLUENZA  IMMUNIZATION.  CHILDREN 
3 MONTHS  TO  5 YEARS  0.2  cc;  CHILDREN  6-12  YEARS  0.5  cc.  ADULT 
1.0  cc.  BOOSTER  1 PER  YEAR  TO  BE  COMPLETED  BEFORE  MID-DECEMBER. 

CHILDREN  OVER  10  AND  ADULTS 
0.5  Cc  OH  2 OCCASIONS  SEPARATED 
BY  H OR  MORE  WEEKS. 

BOOSTER  EITHER  0. 5 cc  SUBCUTANEOUSLY  OR  0.1  cc  1 N TRADERMALLY  IF 
OVER  10  YEARS.  BOOSTER  0.25  cc  SUBCUTANEOUSLY  OR  0.1  cc  INTRA- 
DERMALLY  IF  UNDER  10  YEARS.  DUE  EVERY  3 YEARS  UNDER  CONDITIONS 
OF  EXPOSURE,  FOREIGN  TRAVEL.  COMMUNITY  OUTBREAKS.  ETC. 

E I S 

HOT  RECOMMENDED 

THE  EFFECTIVENESS  OF  PARATYPHOID  A VACCINE  HAS  NEVER  BEEN  ESTAB- 
LISHED. AND  RECENT  FIELD  TRIALS  HAVE  SHOWN  PARATYPHOID  B VACCINE 
WERE  INEFFECTIVE.  IT  IS  ALSO  RECOGNIZED  THAT  PARATYPHOID  A 4 B 
ANTIGENS.  WHEN  COMBINED  WITH  TYPHOID  VACCINE  MAY  INCREASE  OCCUR- 
RENCE OF  REACTIONS,  THUS  USE  OF  PARATYPHOID  A 4 B VACCINES  IS  NOT 
RECOMMENDED. 

AGE  5 YEARS  TO  9 YEARS 

1st  DOSE  - 0.3  cc 
2nd  DOSE  - 0.5  cc 
3rd  DOSE  - 0. 5 cc 

AGE  10  YEARS  AND  OVER 
1st  DOSE  - 0.5  cc 
2nd  DOSE  - 1.0  cc 

RECOMMENDED  FOR  TRAVELERS  TO  AND  FROM  VARIOUS  ASIATIC  COUNTRIES. 
A RECALL  INJECTION  IS  RECOMMENDED  EVERY  N-6  MONTHS  WHILE  IN  AN 
INFECTED  AREA. 

AGE  5 YEARS  TO  9 YEARS 

1st  DOSE  - 0.3  cc 
2nd  DOSE  - 0.5  cc 
3rd  DOSE  - 0.5  cc 

AGE  10  YEARS  AND  OVER 
1st  DOSE  - 0. 5 cc 
2nd  DOSE  - 1.0  cc 

BOOSTER  EVERY  N-6  MONTHS  IN  ENDEMIC  AREA,  OTHERWISE  WITH  DOSAGE 
ACCORDING  TO  AGE  EVERY  • YEARS  FOR  RECALL  INJECTION. 

AGE  5 YEARS  TO  9 YEARS 
0.5  cc 

AGE  10  YEARS  AND  OVER 
ADULT  SCHEDULE 

1 RECALL  INJECTION  RECOMMENDED  ANNUALLY  WITH  DOSE  ACCORDING  TO 
AGE  WHILE  IN  ENDEMIC  AREAS. 

0. 5 cc  FOR  ALL  AGE  GROUPS 

BOOSTER  OF  0.5  cc  EVERY  6 YEARS.  RECOMMENDED  FOR  TRAVEL  TO 
CENTRAL  OR  SOUTH  AMERICA  OR  ANY  AFRICAN  COUNTRY  BELOW  THE  SAHARA. 
AVAILABLE  BY  APPOINTMENT  AT  THE  FOLLOWING  LOCAL  HEALTH  DEPART- 
MENTS; COCONINO  COUNTY.  MARICOPA  COUNTY.  AND  PIMA  COUNTY. 

NUFACTURER  FOR  AGE 

RECOMMENDED  ONLY  FOR  WORKERS  WITH  HIGH  OCCUPATIONAL  RISK.  ANNUAL 
BOOSTER  OF  0.5  cc  NEEDED. 

APPROVED  BY: 


ARIZONA  MEDICAL  ASSOCIATION 
ARIZONA  ACADEMY  OF  GENERAL  PRACTICE 
ARIZONA  SOCIETY  OF  INTERNAL  MEDICINE 
ARIZONA  SOCIETY  OF  PEDIATRICS 
ARIZONA  OSTEOPATHIC  MEDICAL  ASSOCIATION 
ARIZONA  STATE  BOARD  OF  HEALTH 
ARIZONA  ASSOCIATION  OF  HEALTM  OFFICERS 


The  Measurement  and  Signficance 
of  Immunity  Levels  in  Arizona 


Philip  M.  Hotchkiss,  D.V.M.,  M.P.H/" 


J.  C.  Pinto,  M.D."" 


Vaccination  programs  may  result  in  high  level  of  immunization  but  with- 
out adequate  provision  for  maintenance,  protection  soon  diminishes.  Ini- 
tial measurements  of  immunizaton  levels  in  Arizona  show  that  protection 
is  inadequate  in  many  cases,  especially  among  lower  socioeconomic  groups. 


In  1962  there  were  great  hopes  in  Arizona  that 
polio  was  whipped,  utterly  disposed  of,  no  longer 
a threat,  a thing  of  the  past.  Sabin  Oral  Sundays 
throughout  the  state  resulted  in  the  immuniza- 
tion of  most  of  our  population  — virtually  all,  if 
the  person-to-person  transmission  of  the  live 
attenuated  virus  used  in  the  vaecine  was  taken 
into  account. 

But  in  January  1965  when  levels  of  poHo 
immunization  were  determined  for  residents  of 
Casa  Grande  they  were  much  below  expecta- 
tions. Preschool  children  in  the  high  socio-eco- 

*Chief,  Acute  Communicable  Disease  Control  Section,  Arizona 
State  Health  Department,  Phoenix,  Arizona. 

““Director,  Yuma  County  Health  Department,  Yuma,  Arizona. 


nomic  area  were  fairly  well  immunized  (76.3%) 
but  those  in  the  lower  socio-economic  area  were 
poorly  immunized  (22.2%).  A population  of  sus- 
ceptibles  had  accumulated  since  the  crash  im- 
munization program.  Effective  immunization 
levels  had  not  been  maintained  in  the  absence 
of  a coordinated  on-going  program. 

Even  as  the  local  medical  society  and  health 
officials  were  planning  a remedial  program, 
pohomyelitis  made  its  appearance.  Within  3 
months  four  cases  occurred  in  Pinal  County. 
With  one  exception  all  the  victims  were  less  than 
3 years  of  age.  None  had  a history  of  receiving 
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vaccine.  Two  months  later  polio  struck  again; 
this  time  in  Yuma  County  and  again  in  young- 
sters less  than  3 years  of  age.  Fortunately  prompt 
action  in  developing  emergency  programs  in 
both  counties  prevented  further  cases.  These  and 
similar  experiences  elsewhere  are  emphatic  re- 
minders of  the  necessity  for  current  knowledge 
of  the  levels  of  immunization  among  various 
population  groups.  “Forewarned  is  forearmed” 
is  a trite  but  true  expression.  The  informaton 
provided  by  the  Casa  Grande  survey  had  already 
set  in  motion  planning  for  corrective  measures. 
The  emergency  programs  needed  were  facili- 
tated by  this  forewarning. 

Levels  of  Immunity 

When  a physician  assumes  the  management  of 
a client’s  health  program,  he  must  evaluate  his 
immunity  status  in  order  to  determine  his  pro- 
clivity toward  certain  diseases.  Likewise,  the 
public  health  worker  must  evaluate  the  immunity 
status  of  his  client  — the  community. 

Logically  the  immunity  status  of  a community 
is  the  sum  total  of  the  immunity  of  the  individ- 
uals within  it.  Ascertaining  this  status  appears 
relatively  simple  until  the  attempt  is  made  to 
obtain  defensible  data.  Then  it  becomes  apparent 
that  few  definitive  data  are  available  that  aid  in 
defining  levels  of  immunity  among  populations 
that  afford  predictable  degrees  of  protection. 
Likewise  suitable  criteria  are  lacking  for  eval- 
uating the  effect  of  immunization  programs  or 
for  determining  levels  of  immunization  among 
populations.  Although  the  importance  of  obtain- 
ing such  data  for  orderly  planning,  operation, 
and  evaluation  of  immunization  efforts  is  obvi- 
ous, the  task  of  obtaining  pertinent  quantitative 
information  is  not  easy. 

Many  factors  contribute  to  the  difficulty  of 
precise  measurement  of  immunity  in  populations. 
Immunity  may  be  acquired  through  experience 
with  naturally  occurring  antigens  or  may  be 
induced  by  the  controlled  administration  of 
antigens  in  vaccines,  immune  sera,  and  anti- 
toxins. When  both  natural  and  artificial  im- 
munization occur,  it  is  difficult  if  not  impossible 
to  determine  the  total  immunity  that  exists  with- 
in a population.  In  the  case  of  an  endemic  di- 
sease like  measles,  for  example,  occurrence  of 


infections  produces  immunity  in  the  population 
as  does  administration  of  measles  vaccine.  Meas- 
urement of  the  level  of  population  immunity  is 
difficult  since  reliable  data  are  needed  on  the 
disease  experience  of  the  population  as  well  as 
on  the  number  of  persons  immunized.  Deter- 
mination of  antibody  levels  in  all  or  represen- 
tative samples  of  the  population  provides  an 
additional  measurement  but  is  not  without  de- 
ficiencies. There  may  be  objection  to  collection 
of  blood  samples,  the  laboratory  procedures  are 
expensive,  and  results  are  equivocal  in  many 
cases  because  circulating  antibody  is  often  poorly 
correlated  with  immunity.  Levels  of  immunity 
against  some  diseases,  smallpox  for  example, 
that  are  not  endemic  can  be  measured  satis- 
factorily by  determining  the  proportion  of  the 
population  that  has  been  vaccinated. 

Considering  the  limitations  of  any  available 
technique,  the  most  practical  means  for  measur- 
ing levels  of  immunity  in  populations  appears  to 
be  interrogation  during  house  to  house  visit. 
Questionnaires  used  for  this  purpose  must,  of 
course,  be  carefully  devised  and  used  by  trained 
interviewers.  Results  obtained  by  this  method 
should  be  checked  against  results  obtained  by 
other  techniques.  For  example,  a check  of  rec- 
ords in  physicians’  offices  or  clinics  may  be  used 
to  evaluate  accuracy  of  responses  to  queries 
received  during  interviews.  Determination  of 
antibody  levels  may  be  used  as  a supplemental 
means  of  evaluation. 


I mmunization  S urveys 

Tlie  following  account  is  a report  of  prelim- 
inaiy  work  designed  to  develop  and  evaluate 
procedures  for  determining  the  proportions  of 
populations  protected  against  specific  diseases 
by  immunization.  Tliese  studies  were  not  ex- 
haustive and  are  not  presented  as  examples  of 
definitive  techniques.  They  do,  however,  indicate 
types  of  information  that  can  be  collected  to  aid 
in  program  planning  and  evaluation.  Measure- 
ments were  made  at  various  times  during  the 
past  4 years  to  determine  levels  of  immunization 
against  poliomyelitis,  diphtheria,  pertussis,  tet- 
anus, smallpox,  and  measles.  Surveys  were  con- 
ducted in  Douglas  and  Nogales  in  May  and  June 
1964,  Casa  Grande  in  January  1965,  and  Yuma 
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in  June  1966.  Since  data  from  all  areas  studied 
showed  essentially  the  same  patterns,  only  in- 
formation from  the  Yuma  work,  which  was  the 
most  recent,  is  described  in  detail. 

Yuma  Survey 

The  first  step  after  devising  the  question- 
naires and  developing  survey  procedures  was 
to  select  a sample  of  the  population  for  inter- 
view. To  enable  comparisons  of  levels  of  im- 
munization in  various  geographic  and  socio- 
economic conditions  the  county  was  divided  into 
four  areas;  two  in  the  City  of  Yuma  which  rep- 
resented a high  and  a low  socio-economic  area; 
Somerton,  Parker,  and  Wellton  which  were  small 
towns;  and  the  rest  of  the  county  classed  as 
rural  area.  A total  of  2,734  persons  in  724  house- 
holds were  interviewed. 


Table  1 

Proportion  of  children  6 months-14  years 
of  age  with  basic  immunizations 


Sample 

Area  Poliomyelitis' 

DPT2 

Smallpox® 

Measles* 

Yuma  City 
Better  area 

6 Months-5  Years 
73.6  86.8  64.8 

38.5 

Poorer  area 

52.8 

69.4 

41.7 

25.0 

Small  Towns 

25.5 

74.5 

61.7 

10.6 

Rural 

50.0 

73.0 

59.6 

14.6 

Yuma  City 
Better  area 

6-14  Years 

83.5  62.4 

57.1 

15.9 

Poorer  area 

66.1 

38.0 

43.8 

11.6 

Small  Towns 

44.8 

62.7 

71.6 

10.4 

Rural 

62.3 

54.2 

66.2 

10.6 

1.  Three  or  more  IPV  and/or  3 OPV 

2.  Primary  series  for  children  6 months-5  years;  booster 
within  past  4 years,  6-14  years. 

3.  Vaccination  within  past  4 years. 

4.  Vaccination  ever. 


Table  2 

Proportions  of  persons  15  years  of  age  and  older  with 


adequate  immunizations 


Sami^le 

Area 

Poliomyelitis' 

Smallpox® 

Tetanus' 

15-24 

Years 

Yuma  City 

Better  area 

77.4 

36.8 

22.6 

Poorer  area 

57.0 

36.0 

22.1 

Small  Towns 

54.4 

29.8 

17.5 

Rural 

55.1 

36.1 

19.0 

25-39 

Years 

Yuma  City 

Better  area 

73.2 

31.4 

24.8 

Poorer  area 

51.6 

16.8 

12.6 

Small  Towns 

34.8 

13.0 

19.6 

Rural 

41.4 

27.1 

17.7 

40  Years 

and 

Older 

Yuma  City 

Better  area 

61.4 

24.3 

14.8 

Poorer  area 

33.3 

15.1 

8.7 

Small  Towns 

34.6 

11.1 

12.3 

Rural 

32.7 

18.6 

8.0 

1.  Three  or  more  IPV  or  OPV  or  both. 

2.  Within  the  past  four  years. 

3.  Within  the  past  four  years. 


The  interview  consisted  of  queries  concerning 
immunization  status  of  preschool  and  school  age 
children  against  diphtheria,  pertussis,  tetanus, 
poliomyelitis,  smallpox,  and  measles.  Other  ques- 
tions were  designed  to  measure  levels  of  immun- 
ization of  adults  against  poliomyelitis,  smallpox, 
and  tetanus.  Data  are  shown  for  children  and 
adults  in  Tables  1 and  2 respectively. 

The  data  presented  in  Tables  1 and  2 point 
up  several  important  facts  about  immunization 
levels  in  Yuma  County  that  have  significant  im- 
plications in  development  of  health  programs : 

1.  Children  and  adults  in  the  small  towns, 
rural  areas,  and  the  lower  socio-economic 
section  of  the  City  of  Yuma  had  substantial- 
ly lower  immunization  levels  against  diph- 
theria, pertussis,  tetanus,  poliomyelitis, 
smallpox,  and  measles  than  those  living  in 
the  more  affluent  part  of  the  City  of  Yuma. 

2.  Preschool  children  were  not  as  well  immun- 
ized against  poliomyelitis  as  were  school 
children. 

3.  Measles  vaccine  had  not  been  widely  used 
in  any  population  group. 

4.  The  initial  series  of  DPT  vaccine  was  used 
extensively  in  preschool  age  children  but 
DT  boosters  were  not  adequate  in  the 
school  children. 

5.  Adequate  immunity  to  smallpox  as  indi- 
cated by  vaccination  within  the  past  four 
years  declined  steadily  in  the  older  age 
groups. 

6.  Adequate  immunity  to  tetanus  as  indicated 
by  immunization  within  the  past  four  years 
declined  in  the  older  age  groups. 


Summanj 

Information  obtained  by  surveys  provides  data 
on  levels  of  immunization  that  are  useful  in 
developing  programs  for  immunization.  For  ex- 
ample, surveys  in  three  Arizona  communities 
indicated  the  need  to  raise  levels  of  immuniza- 
tion in  persons  of  all  ages  in  lower  socio-econom- 
ic areas;  the  deficiencies  of  immunization  among 
preschool  children  were  revealed;  the  need  to 
promote  immunization  against  measles  was  ap- 
parent; and  the  low  levels  of  immunity  of  adults 
against  diphtheria,  tetanus,  and  smallpox  were 
demonstrated. 
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Adult  Immunization  in  Preparedness 
for  Disaster:  The  Circulating  Stockpile 


William  R.  Langford,  M.D." 


Earl  J.  Baker,  ^ 


The  concept  of  a "circulating  stockpile  of  antibodies"  in  the  population 
is  presented.  The  five  diseases  of  proven  value  in  adult  immunization  are 
reviewed.  The  importance  of  current  smallpox  vaccination  for  hospital 
personnel  is  emphasized  and  the  particular  value  of  influenza  immuniza- 


tion in  the  state  of  Arizona  is  noted. 


The  word  “stockpile”  usually  brings  to  mind 
warehouses  strategically  located  around  the 
country  in  which  essential  elements  for  survival 
are  neatly  stacked  on  shelves.  Medical  stockpiles 
include  drugs,  toxoids,  vaccines  and  antitoxins 
— all  with  expiration  dates.  In  this  system  there 
are  three  inherent  disadvantages;  first,  when  dis- 
aster occurs,  whether  local  or  national,  these  cri- 
tically important  materials  may  possibly  be  in 
limited  quantity,  (as  smallpox  vaccine  with  its 
short  shelf  life),  or  deteriorated  in  potency;  sec- 
ond, that  immunization  performed  at  the  time 
of  a disaster  does  not  provide  immediate  pro- 
tection; and  third,  that  the  army  of  professional 

*Medical  Coordinator,  Maricopa  County  Civil  Defense. 
““Arizona  State  Medical  Disaster  Committee. 


personnel  needed  to  administer  these  materials 
may  be  employed  in  more  urgent  tasks. 

How  far  superior  to  have  this  stockpile  of  po- 
tentially life-saving  material  actually  stored  in 
the  bloodstream  of  the  people  it  is  designed  to 
protect,  a circulating  stockpile  continually  exert- 
ing its  effect  throughout  the  lifetime  of  our 
population.  ( Butcher' ) . 

"The  Circulating  Stockpile" 

A stockpile  of  essential  health  protection  stored 
in  the  bloodstreams  of  the  some  1,640, 000  peo- 
ple in  Arizona  — antibodies  already  developed 
and  maintained  by  serial  booster  injection  against 
tetanus,  diphtheria  and  smallpox,  diseases  which 
would  be  of  prime  concern  in  an)'  disaster,  local 
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or  national,  is,  obviously,  greatly  desired. 

The  wide  variety  of  immunizing  agents  now 
available  include  vaccines  for  diphtheria,  tet- 
anus, pertussis,  smallpox,  polio,  typhoid,  para- 
typhoid, influenza,  yellow  fever,  cholera,  plague 
and  now  measles.  Many  of  these  agents  have 
implications  in  time  of  disaster.  However,  tet- 
anus, diphtheria,  smallpox,  poliomyelitis  and, 
under  certain  circumstances  — influenza  are  par- 
ticularly appropriate  in  an  adult  immunization 
program. 

Tetanus 

Insofar  as  the  spores  of  tetanus  are  univer- 
sally present  in  soil,  every  penetrating  wound 
provides  a potential  entry  point  for  this  organ- 
ism. Over  50  per  cent  of  all  cases  occur  in  adults, 
of  these  females  account  for  the  greatest  pro- 
portion among  all  age  groups  up  to  50  years^ 
In  1965  the  case  fatality  rate  was  60  per  cent. 
This  fatality  rate  was  during  stabile  conditions 
when  complicated  medical  care  procedures  in- 
volving respirators,  anti-convulsant  drugs,  and 
around-the-clock  nursing  care  were  available.  In 
a national  emergency  of  any  extent,  such  care 
might  not  be  present.  Total  population  immuni- 
zation is  therefore  imperative  prior  to  disaster. 

The  longest  shelf-life  of  tetanus  antitoxin  is 
about  four  years.  Contrariwise,  the  “shelf -life” 
of  circulating,  actively  acquired  antitoxin  in  the 
human  body  may  be  a minimum  of  fifteen  years 
— a person,  who  has  once  been  immunized,  may 
have  recall  of  antibody  for  at  least  this  length 
of  time  on  stimulation  with  a booster  injection 
or  with  the  challenge  of  infection.  Why  should 
tetanus  antitoxin  be  stockpiled  on  shelves  for 
possible  disaster  use  when  by  employing  active 
toxoid  immunization,  antibodies  will  be  in  a 
circulatory  stockpile  exerting  a continuing  de- 
fensive action? 

Diphtheria 

Immunization  against  diphtheria  prevents  dis- 
ease, but  does  not  prevent  the  person-to-person 
transmission  of  the  diphtheria  organism.  The 
crowding  of  people  expected  in  time  of  a dis- 
aster would  be  conducive  to  the  spread  of  this 
disease  to  the  unprotected.  Medical  records  from 
World  War  II  indicate  that  diphtheria  was  a 
major  problem  during  the  saturation  bombings 
of  Germany.  A susceptible  adult  population  at- 
tacked by  diphtheria  could  seriously  cripple  any 
recovery  effort.  Today  diphtheria  is  also  an  adult 


disease  problem  — at  least  30  per  cent  of  cases 
are  over  20  years  of  age.  In  1965  the  case  fatality 
ratio  was  about  14  per  cent,  the  highest  rate 
reported  since  diphtheria  surveillance  began  in 
19211 

As  with  tetanus,  there  is  a treatment  for  diph- 
theria, and,  as  with  tetanus,  clinical  cases  pre- 
sent special  nursing  problems.  Although  a tra- 
cheotomy is  not  a complicated  procedure,  (it  is 
taught  as  a Civil  Defense  expanded  medical 
function),  it  does  require  rather  meticulous  post- 
operative care.  Adequate  immunization  would 
eliminate  this  procedure.  “Dip-Tet”,  a mutually 
potentiating  vaccine  designed  specifically  for 
adults  is  recommended  for  booster  immunization 
for  both  disease  entities  every  5 years.  The  diph- 
theria toxoid  content  of  this  preparation  is  pur- 
posely small  in  amount  and  thus  Shick  tests  are 
not  required  in  its  use.^ 

Smallpox 

There  has  been  no  report  of  a case  of  small- 
pox in  the  United  States  since  1949.  This  is 
primarily  due  to  immunization  and  an  excellent 
quarantine  system.  However,  Goddard  in  1963 
emphasized  the  low  level  of  adult  immuniza- 
tion generally  prevalent  and  in  a survey  study  in 
Tucson  noted  that  only  20  per  cent  of  those 
over  age  40  had  an  adequate  immunization  sta- 
tus^. A reservoir  of  endemic  smallpox  persists 
in  Asia,  Africa  and  South  America.  In  1962, 
focal  outbreaks  of  smallpox  occurred  in  Great 
Britain,  Poland  and  Germany  and  the  mortality 
in  unvaccinated  persons  was  40  per  cent.  In 
1965  over  63,000  cases  were  reported  to  the 
World  Health  Organization. 

International  travel  is  steadily  increasing,  thus 
the  possibility  of  re-introducing  this  disease 
through  faulty  or  spurious  vaccination  is  always 
present.  The  risk  of  aequiring  primary  small- 
pox is  greatest  in  hospital  care  personnel,  i.e. 
doctors,  nurses,  laundry  workers,  cooks,  etc.  A 
recent  survey  indicates  that  only  25  per  cent  of 
this  group  are  properly  immunized.  The  Amer- 
ican Hospital  Association  has,  therefore,  initiated 
a national  hospital  worker  program®.  Smallpox 
vaccination  should  be  renewed  every  5 years 
( the  international  travel  requirement  is  3 years ) . 
Gontraindications  include  the  presence  of  ec- 
zema, pregnancy,  leukemia,  lymphoma  and  per- 
sons reeeiving  steroids  or  other  immunosuppres- 
sive drugs. 
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Poliomyelitis 

Following  the  introduction  of  inactivated  polio 
vaccine  in  1955  and  the  oral  vaccine  in  1956 
the  incidence  of  this  disease  fell  precipitously. 
However,  during  1965,  61  paralytic  cases  were 
reported  with  Texas  in  particular  listing  19.  The 
need  for  continued  childhood  immunization  com- 
bined with  a total  world  wide  program  of  im- 
munization is  thus  self  evident.  The  Sabin  oral 
vaccine  may  be  given  as  individual  doses  for 
the  three  separate  strains  of  polio  virus  or  as  a 
combined  vaccine  containing  all  three.  Protec- 
tion is  believed  to  be  on  a life  time  basis. 

Influenza 

To  a young,  healthy  adult,  influenza  is  usually 
a three-to-five  day  period  of  misery  and  in- 
capacitation. However,  the  chronically-ill  and 
elderly  population  may  incur  a high  death  rate 
in  this  disease.  During  the  Asian  (A2)  influenza 
epidemic  of  1962-63,  53,000  deaths  in  excess  of 
the  expected  annual  number  were  recorded^ 
Victims  of  emphysema  are  particularly  prone  to 
an  influenza-pneumonia  death.  The  seven  time 
greater  death  rate  for  chronic,  obstructive  pul- 
monary disease  over  the  next  highest  state,  re- 
cently estimated  in  Arizona  makes  influenza  im- 
munization important  in  this  state’^.  Skilled  per- 
sonnel will  be  in  maximum  need  during  any 
major  disaster.  Therefore,  those  who  are  essen- 
tial to  the  health  and  safety  of  the  population, 
most  particularly  those  whose  immediate  serv- 
ices will  be  required  for  its  recovery,  should 
avail  themselves  of  the  protection  afforded  by 
influenza  immunization.  Booster  immunization 
should  be  on  an  annual  basis. 

Discussion 

One  of  the  greatest  benefits  that  accrue  from 
a community  program  of  total  immunization  is 


its  impact  on  the  concept  of  health  mobiliza- 
tion for  disaster.  An  immunization  program  is  an 
activity  in  which  the  entire  population  can  par- 
ticipate. It  personalizes  and  individualizes  Civil 
Defense  — emphasizing  that  preparadness  for 
disaster  is  evenjones  responsibility. 

Despite  intermittent  peaking  of  popular  in- 
terest in  Civil  Defense,  there  still  remains  a sense 
of  apathy  and  frustration  directed  toward  this 
program.  Nevertheless,  the  attitude  that  “It 
can’t  happen  here”  is  being  displaced  by  world 
events  to  “Maybe  I’d  better  know  a little  more 
about  this  — just  in  case.”  Development  of  a 
program  of  immunization  as  a Medical  Disaster 
measure  is  relatively  inexpensive  and  makes 
sense.  It  is  of  immediate  benefit  to  the  indi- 
vidual and  to  the  community  as  well  as  being 
a basic  element  of  the  purpose  for  which  Civil 
Defense  was  created  — the  protection  and  pre- 
servation of  the  masses  of  our  people. 

A “Circulatory  Stockpile,”  periodically  refur- 
bished, is  beneficial  to  each  individual  in  respect 
to  his  normal  living,  is  protection  against  the 
hazards  of  local  epidemics  and  is  insurance  in 
case  of  disaster  — whether  that  disaster  be  local 
or  circumscribed,  threatening  personal  comfort 
and  convenience  — or  national,  threatening  the 
very  foundation  of  our  nation,  the  general  popu- 
lace. 
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Immunization  Program  of  a Local 
Health  Department 


Ward  L.  Chadwick,  M.D.,  M.P.H."  Charles  F.  Byars,  BJ.'" 


The  Pima  County  Health  Department  has  integrated  an  immunization 
program  with  other  activities  of  the  department  in  the  hope  of  reaching 
and  maintaining  an  immunization  level  of  80  per  cent  for  preschool  children. 


Immunization  programs  in  local  health  de- 
partments must  be  developed  and  operated  in 
conjunction  ’with  other  services.  The  three  major 
components  of  the  Pima  County  Health  Depart- 
ment (PCHD)  Immunization  Program  are: 

1.  Immunizations  given  in  Well-Child  Clinics. 

2.  The  Sehool  Immunization  Program. 

3.  Infant  Maintenanee  Vaccination  Program. 

Long  the  mainstay  of  the  PCHD  immunization 
program  have  been  immunizations  in  the  Ma- 
ternal Child  Health  Division’s  Well-Baby  Clin- 
ics, used  largely  by  those  who  cannot  afford  pri- 
vate physicians.  From  32  to  34  clinics  are  held 
each  month  at  18  different  locations  for  new- 
borns and  children  1 through  4 years  of  age.  A 
mobile  unit  enables  elinics  to  be  held  at  remote 
sites  where  satisfactory  facilities  are  not  avail- 
able. From  January  1 to  December  31,  1966  the 

‘’Director,  Maternal  Child  Health,  Pima  County  Health  Dept. 
““Coordinator,  Immunization  Project,  Pima  County  Health  Dept. 


following  immunizations  were  given: 


Smallpox 

942 

Polio  (trivalent) 

1,120 

DPT 

1,231 

Polio  1 

1,240 

Polio  II 

1,023 

Measles 

1,392 

Polio  HI 

1,098 

The  School  Immunization  Program  is  admin- 
istered by  school  immunization  teams  consisting 
of  a physician,  a Public  Health  Nurse  Super- 
visor, a Public  Health  Nurse,  and  a registered 
professional  nurse.  From  the  beginning  of  the 
school  year  in  September  until  December  31, 
1966  these  teams  have  immunized  children  in 
36  schools.  Fifteen  schools  remain  to  be  com- 
pleted this  school  year.  Schools  included  are 
county  schools  in  outlying  districts  such  as  Sas- 
abe.  Catholic  and  Protestant  parochial  schools, 
and  all  schools  in  the  Amphitheater,  Sunnyside, 
and  Flowing  Wells  School  Districts.  The  follow- 
ing immunizations  had  been  given  up  to  De- 
cember 31,  1966.  ( Measles  vaceine  is  given  only 
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to  pre-school 

children 

due  to  budgetary  limi- 

tations ) . 

Smallpox 

2,860 

Polio  (trivalent) 

751 

DPT 

722 

Polio  I 

584 

DT 

794 

Polio  II 

424 

Polio  HI 

534 

The  newest  approach  is  represented  by  the 
Infant  Maintenance  Vaccination  Program  de- 
signed to  implement  the  Vaccination  Assistance 
Act  of  1963.  Supported  by  an  initial  grant  of 
$35,000  from  the  Department  of  Health,  Edu- 
cation and  Welfare,  Pima  County  Health  De- 
partment in  cooperation  with  Pima  County  Med- 
ical Society  has  launched  a Maintenance  Pro- 
gram which  has  the  following  objectives: 

1.  Educate  and  motivate  parents  to  seek  im- 
munization of  their  infants  in  accordance 
with  recommended  schedules. 

2.  Utilize  private  medical  facilities  to  the 
greatest  extent  possible. 

3.  Require  a minimum  of  additional  public 
health  staff  or  clinic  time. 

Our  program  in  Pima  County  is  an  effort  to 
reach  each  newborn  child  to  be  sure  he  is  im- 
munized against  diphtheria,  whooping  cough, 
tetanus,  and  polio  before  he  reaches  his  first 
birthday;  measles  and  smallpox  are  then  in  pro- 
per timing  to  be  given  early  in  the  second  year. 
As  a stimulus  to  the  program,  free  vaccines  are 
given  to  doctors  who  are  requested  to  reduce 
their  fees  by  the  cost  of  the  vaccines. 

In  a direct  mail  campaign  parents  receive  a 
pamphlet  when  their  baby  is  3 months  old  urg- 
ing immunization  against  diphtheria,  pertussis, 
tetanus,  and  polio.  A card  to  be  returned  to  the 
health  department  is  enclosed  on  which  the 
parents  indicate  whether  or  not  immunizations 
have  been  started.  When  the  baby  is  7 months 
old,  parents  again  receive  a query  asking  whether 


or  not  the  immunizations  have  been  completed. 
This  second  mailing  also  informs  parents  that 
upon  completion  of  measles  immunization,  which 
should  be  at  approximately  1 year  of  age,  a per- 
manent plastic  medical  identification  card,  em- 
bossed with  the  babies’  name,  birthplace,  birth- 
date,  sex,  and  immunization  record  will  be  given 
to  them.  The  reverse  side  of  the  card  has  space 
to  enter  boosters,  tuberculin  tests  and  other  in- 
formation. 

A third  mailing  when  the  baby  is  14  months 
old  stresses  measles  immunization  and  if  the 
return  card,  certified  by  a physician,  indicates 
that  basic  immunizations  including  measles  have 
been  completed,  the  plastic  I.D.  card  is  mailed 
either  directly  to  the  child  or  to  the  physician 
to  present  to  the  child.  Retroactive  mailings  will 
reach  parents  of  all  children  born  in  1966.  A 
final  mailing  is  made  when  the  baby  reaches 
20  months  of  age.  Parents  are  then  asked  to  fur- 
nish information  on  all  immunizations  received 
including  smallpox. 

Personal  follow-ups  are  made  by  Public  Health 
Nurses  on  replies  that  indicate  immunizations 
have  not  been  started.  At  the  end  of  8 months, 
follow-ups  are  started  on  those  who  have  not 
replied  to  the  first  two  mailings. 

In  1966  6,083  infants  entered  the  program. 
During  the  same  period  approximately  15  per 
cent  of  those  children  were  dropped  from  the 
project  for  the  following  reasons: 

1.  The  parents  of  the  child  do  not  reside  with- 
in the  geographical  jurisdiction  of  the  proj- 
ect. 

2.  The  child  was  born  out  of  wedlock. 

3.  The  child  died. 


Table  1 

Per  cent  of  persons  in  Tucson,  Arizona  for  whom  immunization  were  reported 
during  a survey  coiducted  in  February  1963. 

Socioeconomic  Smallpox 


area 

Poliomyelitis“ 

DPT““  Within  Past  4 Years 

Ever 

Percent  — 

Under  5 years  of  Age 

Upper 

91.9 

89.2 

75.7 

75.7 

Middle 

82.1 

84.6 

72.6 

72.6 

Lower 

77.0 

73.6 

72.5 

72.5 

Percent 

— 5-9  years  of  Age 

Upper 

100.0 

81.6 

73.5 

93.9 

Middle 

99.0 

79.8 

73.7 

94.9 

Lower 

100.0 

78.3 

72.8 

92.4 

Percent  - 

- 10-14  years  of  Age 

Upper 

100.0 

86.8 

54.7 

98.1 

Middle 

100.0 

68.2 

50.6 

98.8 

Lower 

100.0 

52.4 

39.3 

91.7 

*3  or  more  IPV,  3 OPV,  or  both. 

‘'“Completed  primary  series  for  children  under  5 years;  booster  witliin  past  4 years  for  ages  5-14. 
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At  this  time,  data  on  the  3 months  mailings 
only  encompasses  3 weeks  experience.  However, 
a return  of  46.1  per  cent  has  been  received  on 
1,038  mailings.  It  is  anticipated  that  in  the  long 
run  these  returns  will  be  higher.  Local  experi- 
ence suggests  that  mobility  of  the  population 
will  limit  returns  of  the  7 and  14  months  mail- 
ings. 

The  immediate  objective  of  the  Well-Child 
Clinic  Program  and  the  Maintenance  Program 
is  to  increase  the  immunization  level  within  the 
county.  A longer  range  goal  is  to  immunize  80 
per  cent  of  the  preschool  children.  If  this  is  ac- 
complished the  School  Immunization  Program 
will  be  reduced  largely  to  a booster  program. 
Support  from  the  Vaccination  Assistance  Act 
provides  free  vaccines  to  all  preschool  children. 

Data  on  the  levels  of  immunization  in  Tucson 
are  available  from  a health  index  survey  in 
February  1963.  A summary  of  immunizations  re- 
ported for  children  under  15  years  of  age  is 
shown  in  Table  1. 

Polio  immunization  was  reported  for  almost 
100  per  cent  of  children  above  5 years  of  age. 
This  high  level  was  the  result  of  an  extensive 
city-wide  polio  immunization  drive  during  the 
summer  of  1962.  The  polio  immunization  level 
is  most  certainly  lower  now.  The  table  shows 
that  concerted  effort  will  be  necessary  in  the 
middle  and  lower  socioeconomic  areas  if  the 
goal  of  80  per  cent  immunization  is  to  be  at- 
tained. 


The  1963  survey  was  taken  before  the  advent 
of  measles  vaccine.  The  data  shown  in  Table  2 
were  obtained  on  the  per  cent  of  persons  for 
whom  measles  was  reported.  During  the  first 
three  months  (Jan. -March  1967)  that  measles 
vaccine  was  given  in  the  current  program,  1,096 
pre-school  children  were  immunized. 


Table  2 

Per  cent  of  persons  in  three  socioeconomic  groups  for 
whom  history  of  measles  was  reported 

Per  cent  of  persons  wth  history  of 
measles  in  socioeconomic  groups 
Age  Upper  Middle  Lower 

Under  5 years  18.9  21.4  .34.1 

5-  9 69.4  78.8  72.8 

10-  14  77.4  74.1  82.1 


It  is  not  possible  to  determine  how  many 
children  were  immunized  against  measles  by  pri- 
vate physicians.  Data  from  Pima  County  show 
that  after  decreasing  for  several  years  a sharp 
increase  in  measles  occurred  in  1966.  The  measles 
morbidity  rate  has  been  low  so  far  this  year. 
This  gives  rise  to  the  hope  that  a threshold  can 
be  reached  where  the  low  number  of  suscep- 
tibles  will  result  in  a spontaneous  decrease  in 
transmission  so  that  the  virus  cannot  be  sus- 
tained. Additional  push  provided  by  immuniza- 
tion may  carry  the  population  well  below  this 
threshold.  This  push  must  be  exerted  in  the  low 
socioeconomic  areas  where  children  may  not  be 
immunized  because  of  the  expense  of  measles 
vaccine. 
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Status  and  Future  of  Some 
Diseases  in  Arizona  Preventable 
by  Immunization 


Stanford  F.  Farnsworth,  M.D.,  M.P.H. 


Melvin  H.  Goodwin,  Jr.,  Ph.D." 


Immunization  is  a means  for  controlling 
several  infectious  diseases  and  gives  promise 
as  a means  for  eradicating  some  of  them.  Ade- 
quate epidemiological  bases  must  be  develop- 
ed specifically  for  each  infection  to  assure 
that  protective  levels  of  immunity  will  be 
maintained  to  prevent  resurgence  of  trans- 
mission. 


“Director,  Maricopa  County  Health  Department. 

““Director,  Division  of  Preventive  Medical  Services,  Arizona 
State  Department  of  Health. 


Through  the  ages  infectious  diseases  have 
been  an  arch  enemy  of  man.  The  threat  of  de- 
vastating pestilences  diminished  only  as  aware- 
ness of  sanitation  and  hygienic  practices  was 
acquired.  Later,  in  more  sophisticated  circum- 
stances, the  discovery  of  immunizing  agents  and 
development  and  use  of  techniques  for  artificial 
immunization  lead  to  the  possibility  for  effective 
control  and  later  to  hope  for  eradicating  some 
infectious  diseases.  At  present,  when  means  are 
being  sought  to  enhance  levels  of  immunization 
with  the  objective  of  eliminating  some  diseases 
as  public  health  problems  it  is  advisable  to  assess 
the  current  status  of  diseases  that  are  the  targets 
of  attack,  to  re-evaluate  rationales  for  suppress- 
ing the  diseases,  and  to  e.xamine  the  epidemio- 
logical basis  for  operations  aimed  toward  control 
or  eradication. 

Arizona,  along  with  the  rest  of  the  United 
States  and  other  industrialized  areas  of  the 
world,  generally  has  experienced  spectacular  re- 
ductions in  many  infectious  diseases  although 
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some  persist  at  high  prevalence  at  localized  foci 
in  some  geographic  areas  or  among  specific 
ethnic  and  economic  groups.  Analyses  of  regional 
rates,  consequently,  may  not  reflect  the  local 
significance  of  infectious  diseases  and  accord- 
ingly may  not  accurately  indicate  what  control 
efforts  are  appropriate  or  if  control  is  required 
at  all. 

The  status  of  diseases  for  which  immunizing 
agents  are  available  is  discussed  here  in  an  ef- 
fort to  aid  in  providing  information  for  develop- 
ing local  programs  for  control  of  infectious  dis- 
eases. The  data  for  Arizona  that  serve  as  bases 
for  these  analyses  were  obtained  from  reports 
of  deaths  and  from  morbidity  reports  provided 
by  approximately  16  per  cent  of  physicians  in 
Arizona  who  furnish  weekly  reports  on  commun- 
icable diseases.  Data  for  the  United  States  were 
supplied  by  the  National  Communicable  Dis- 
ease Center  of  the  U.  S.  Public  Health  Service. 

Status  of  Some  Preventable  Infectious 
Diseases  in  Arizona 

Trends  in  occurrence  are  shown  in  Table  1 
for  some  infectious  diseases  in  Arizona  that  are 
preventable  by  immunization.  It  is  apparent 
from  these  data  that  all  of  the  diseases  with 
the  exception  of  measles  are  reported  with  de- 
creasing frequency  and  that  changes  in  the  case 
fatality  ratio  generally  has  been  favorable.  There 
are,  however,  some  epidemiological  considera- 
tions related  to  each  of  these  diseases  that  cau- 
tions against  over  optimism.  There  is  no  assur- 
ance that  present  trends  will  continue  without 
further  efforts  to  maintaining  high  levels  of  pro- 
tection among  susceptible  populations. 
Diphtheria 

As  shown  in  Figure  1,  trends  of  diphtheria 
reported  in  the  U.  S.  and  Arizona  generally 
have  been  downward.  The  scale  used  for  plot- 
ting the  Arizona  data  emphasizes  the  periodic 
increases  in  prevalence  that  have  occurred  in 
recent  years  at  intervals  of  approximately  10 


years.  Similar  periodicity  is  reflected  by  data 
for  the  U.  S.  but  is  not  apparent  in  this  graph 
because  of  the  scale  used  for  plotting  the  data. 

Diphtheria  in  Arizona  has  not  increased  and 
waned  uniformly  throughout  the  state.  Different 
geographic  areas,  and  probably  different  popula- 
tions, periodically  were  involved.  Data  are  not 
available  by  counties  for  the  increased  incidence 
during  the  late  1920’s,  but  in  1938  and  1945  more 
than  30  per  cent  of  the  cases  in  Arizona  were 
reported  from  Apache  County  with  less  than 
5 per  cent  of  the  population  of  the  state.  The 
data  do  not  suggest  that  diphtheria  spreads  prog- 
ressively from  one  area  of  the  state  to  another. 

The  absence  of  cases  in  recent  years  offers 
hope  that  the  disease  may  be  under  effective 
control.  However,  the  single  recent  death  ( 1961 ) 
from  diphtheria  in  Arizona  is  representative  of 
the  trend  observed  throughout  the  U.  S.  A 
disproportionate  number  of  cases  and  deaths 
now  occur  in  older  children  and  adults  whereas 
the  disease  formerly  was  almost  exclusively  con- 
fined to  young  children.  At  this  time  about 
half  of  the  cases  of  diphtheria  are  reported  for 
persons  over  10  years  of  agek 

This  change  in  age  distribution  has  a firm 
immunological  and  epidemiological  basis  and  in- 
dicates the  necessity  for  more  intensive  efforts 
to  immunize  persons  of  all  ages  in  the  popula- 
tion. The  administration  of  diphtheria  toxoid 
stimulates  development  of  antitoxin  which  per- 
sists at  effective  levels  for  various  periods  in  dif- 
ferent individuals.  In  areas  where  diphtheria 
was  endemic  the  immunized  individual  was  more 
than  likely  to  acquire  an  infection  that  did  not 
result  in  clinical  illness  but  did  stimulate  pro- 
duction of  antitoxin.  This  sustained  the  level 
of  protection  of  the  population  without  overt  oc- 
currence of  disease.  Today,  however,  immuni- 
zation is  practiced  widely  and  the  prevalence 


Number  of 

cases  and 

deaths 

attributed 

to  some 

Table  1 

infectious  diseases  reported  in 

Arizona 

by  decades  since  1920. 

Period 

Diphtheria 

Pertussis 

Tetanus 

Poliomyelitis 

Smallpox 

Measles 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

Cases 

Deaths 

1921-30 

2,061 

315 

1,639 

478 

NA 

45 

174 

77 

2,310 

206 

7,844 

368 

1931-40 

1,989 

221 

8,225 

491 

NA 

36 

363 

60 

546 

2 

17,924 

695 

1941-50 

1,219 

103 

11,181 

253 

6 

5 

956 

79 

43 

0 

31,909 

257 

1951-60 

113 

7 

10,140 

57 

24 

9 

1,730 

93 

14 

0 

74,560 

122 

1961-66 

1 

1 

2,053 

10 

9 

4 

20 

4 

0 

0 

38,664 

67 

NA  — Data  not  available. 
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of  organisms  in  the  environment  has  been  sub- 
stantially reduced;  in  many  cases  pathogens  have 
disappeared  entirely.  Obviously  in  these  circum- 
stances levels  of  immunity  among  older  persons 
in  the  population  are  not  reinforced  by  inappar- 
ent  natural  infection.  To  maintain  adequate 
levels  of  protection  for  the  population,  booster 
injections  are  necessary  for  adults  as  well  as 
children  until  extirpation  of  the  organisms  is 
conclusive  and  possibilities  of  introduction  are 
minimal. 

Although  a wide  range  of  antibiotics  and  other 
therapeutic  measures  are  available,  the  case  fa- 
tality ratio  of  diphtheria  has  remained  fairly 
constant.  Apparently  medical  care  does  not  af- 
fect the  course  of  the  disease.  Immunization  is 
the  means  of  choice  for  suppressing  morbidity 
and  mortality. 


Figure  1.  Annual  number  of  cases  of  diphtheria  re- 
ported in  the  United  States  1920-1965  and  in  Arizona 
1920-1966. 


Pertussis 

As  shown  in  Table  1,  pertussis  in  Arizona  has 
been  responsible  for  more  deaths  than  diph- 
theria, tetanus,  and  poliomyelitis  combined.  The 
disease  often  has  occurred  epidemically.  In 
1934,  a total  of  1,642  cases  and  110  deaths  were 
reported.  Following  this  year  of  highest  mortal- 
ity, incidence  has  declined  steadily  although  high 
numbers  of  reported  cases  continued  until  the 
mid  1950’s.  In  1950,  a peak  number  of  2,093  cases 
and  21  deaths  were  reported.  Trends  in  occur- 
rence of  pertussis  in  the  U.  S.  and  Arizona,  as 
shown  in  Figure  2,  are  almost  identical.  The  ten- 
dency of  peaks  to  occur  at  intervals  of  approxi- 
mately 4 years  is  evident  as  well  in  the  data  on 
morbidity  and  mortality  prior  to  1950. 


Figure  2.  Annual  number  of  cases  of  pertussis  reported 
in  the  United  States  1950-1965  and  in  Arizona  1950- 
1966.  (Data  not  available  for  Arizona  for  1953.) 


The  possibility  for  effective  control  of  per- 
tussis by  immunization  is  favorable  although  ap- 
parently not  near  accomplishment.  The  number 
of  cases  reported  in  Arizona  has  been  between 
223  and  284  for  the  last  3 years  ( 1964-1966 ) ; the 
actual  number  of  cases  is  probably  less  than 
1,000  annually.  As  will  be  discussed  in  more 
detail  later,  population  immunity  is  declining 
with  the  diminution  of  infections  resulting  in 
a more  vulnerable  population.  Recent  studies 
have  shown  that  the  incidence  of  pertussis  in 
vaccinated  persons  increases  with  the  interval 
since  the  last  administration  of  vaccine^  This  loss 
of  protection  was  independent  of  the  number  of 
injections  of  vaccine  or  the  age  at  which  primary 
immunization  was  received.  Immunization  sched- 
ules may  need  revision  if  adequate  levels  of  im- 
munity are  to  be  maintained.  Present  recom- 
mendations that  pertussis  immunization  not  be 
given  above  the  age  of  6 years  are  based  upon 
the  decreasing  incidence  and  mortality  and  the 
increasing  local  and  systemic  reactions  with  age. 

Tetanus 

The  annual  incidence  of  tetanus  in  Arizona 
and  the  U.  S.  has  varied  little  since  reporting 
of  morbidity  data  was  begun  in  1947  (Figure  3). 
Tetanus  has  not  been  a prominent  problem  in 
Arizona.  There  is  no  evidence  that  tetanus  neona- 
torum is  significant.  In  the  southeastern  states 
where  incidence  of  tetanus  is  the  highest  in  the 
U.  S.  tetanus  neonatorum  is  responsible  for  the 
majorty  of  deaths®. 

From  the  standpoint  of  public  health,  the  pri- 
mary consideration  is  that  tetanus  is  entirely 
preventable  and  the  disease  has  a fatality  rate 
of  about  60  per  cent.  The  decision  to  admin- 
ister hyperimmune  serum  to  unimmunized  per- 
sons exposed  to  tetanus  is  not  made  lightly  since 


May,  1967 


465 


often  it  cannot  be  used  without  a degree  of 
risk.  The  basis  for  universal  immunization 
against  tetanus  is  covered  in  an  accompanying 
article'‘. 


Figure  3.  Annual  number  of  cases  of  tetanus  report- 
ed in  the  United  States  1947-1965  and  in  Arizona  1947- 
1966. 


Poliomyelitis 

Although  not  yet  accomplished,  the  effective 
control  of  poliomyelitis  seems  assured  if  pro- 
tective levels  of  immunity  are  maintained.  For 
the  first  time  in  the  length  of  available  records, 
no  cases  of  poliomyelitis  were  reported  in  Ari- 
zona during  1966  and  no  deaths  from  poliomye- 
litis were  recorded  for  1965  or  1966.  As  shown 
by  data  in  Figures  4 and  5 the  decreases  in 
poliomyelitis  were  similar  for  Arizona  and  the 
entire  U.  S.  It  is  tempting  to  infer  the  con- 
quest of  poliomyelitis  from  these  data,  and  this 
might  be  justified  if  there  were  evidence  that 
the  viruses  that  cause  poliomyelitis  were  extir- 
pated from  the  environment.  However,  sporadic 
cases  do  occur.  In  1965,  the  lowest  number  of 
cases  of  paralytic  poliomyelitis  was  reported  for 
the  U.  S.  Five  deaths  were  recorded  for  the  61 
cases  of  which  43  had  received  no  polio  vac- 
cine^  Thus,  viruses  are  present  in  the  environ- 
ment but  probably  in  considerably  less  quan- 
tity than  in  the  1950’s. 

It  may  seem  an  epidemiological  paradox  that 
low  levels  and  sporadic  occurrence  of  virus  can 
be  of  greater  concern  than  ubiquitous  distribu- 
tions of  larger  quantity  of  viruses.  Yet,  achieving 
reduction  in  incidence  of  poliomyelitis,  as  well 
as  some  other  diseases,  does  signal  the  need 
for  more  intensive  efforts  for  control  and  sur- 
veillance. Poliomyelitis  was  recognized  as  an  en- 
demic disease  only  within  the  past  50  years. 
Prior  to  then  virtually  every  infant  probably  be- 
came infected  with  poliovirus  during  the  first 
months  of  life  while  maternal  antibodies  furnish 
a high  degree  of  protection.  The  clinical  reac- 


tion to  these  infections  was  slight  or  inappar- 
ent  but  permanent  active  immunity  resulted. 
With  improvement  in  environmental  sanitation 
and  personal  hygiene,  opportunity  to  acquire  in- 
fection diminished.  Consequently,  infection  was 
postponed  until  later  in  life  when  the  clinical 
response  was  more  likely  severe.  The  apparent 
increase  of  poliomyelitis  in  the  U.  S.  subsequent 
to  1920  was  actually  an  indication  of  diminish- 
ing rates  of  transmission. 


♦Paralytic  cases  prior  to  1951  assumed  to  be  507.  of  total. 

Since  1951,  cases  reported  as  unspecified  were  prorated 
among  paralytic  and  nonparalytic  cases. 

Figure  4.  Annual  incidence  of  poliomyeliris  in  the 
United  States  1935-1965  (Data  from  National  Commu- 
nicable Disease  Center,  U.  S.  Public  Health  Service.) 
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Figure  5.  Annual  number  of  cases  and  deaths  of  polio- 
myelitis reported  in  Arizona  1946-1966. 


The  figures  on  ineidence  of  poliomyelitis  in 
Arizona  reflect  the  obvious  effect  of  immuniza- 
tion in  further  lowering  rates  of  transmission 
that  already  were  reduced  by  general  improve- 
ments in  sanitation.  Obviously,  however,  sus- 
eeptible  persons  are  being  aecumulated  in  the 
population.  These  non-immune  persons  are  at 
risk  of  infection  as  long  as  polioviruses  are  in  the 
environment.  At  this  point  no  prediction  can  be 
made  for  their  extirpation.  The  case  for  immuni- 
zation is  obvious,  eonclusive,  and  urgent.  Experi- 
enees  in  Arizona  already  have  given  warning  of 
danger  in  failing  to  immunize  newborn  children®. 
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Smallpox 

Only  within  the  past  20  years  has  the  impor- 
tance of  smallpox  as  a significant  public  health 
problem  diminished  in  Arizona.  Figure  6 shows 
the  annual  number  of  reported  cases  and  deaths 
from  1919  through  1941.  This  period  covered 
the  peak  occurrence  of  smallpox  within  the 
length  of  available  records.  During  this  time 
the  greatest  annual  number  of  deaths  ( 134 ) was 
recorded  for  1922  when  a total  of  468  cases  were 
reported.  In  the  three  subsequent  years  100  or 
more  cases  were  reported  each  year  and  47 
deaths  were  attributed  to  smallpox  during  this 
period.  The  number  of  deaths  continued  to  de- 
cline and  the  last  death  in  Arizona  attributed  to 
smallpox  was  reported  in  1935.  The  largest  num- 
ber of  cases  reported,  547  in  1930,  was  asso- 
ciated with  six  reported  deaths.  Subsequent  to 
1941  the  maximum  number  of  cases  recorded 
in  any  year  was  six.  A total  of  34  cases  were 
reported  from  1942  through  1955  when  the  last 
case  was  reported. 


Figure  6.  Annual  number  of  cases  and  deaths  of 
smallpox  reported  in  Arizona  1919-1941. 


Since  smallpox  was  never  endemic  in  the  U.  S., 
the  possibility  of  occurrence  depends  upon  the 
effectiveness  of  quarantine.  Smallpox  formerly 
was  endemic  in  Mexico  and  outbreaks  in  Ari- 
zona usually  were  related  to  cases  from  that 
country.  Smallpox  was  a significant  problem  in 
territorial  Arizona^.  Although  the  possibility  of 
importing  smallpox  to  Arizona  now  is  remote, 
the  rapidity  of  travel  enhances  chances  of  oc- 
currence. As  recently  as  March  27,  1967  health 
authorities  were  alerted  to  the  increase  of  small- 
pox in  several  areas  of  India  and  informed  of  an 
epidemic  in  Bombay*.  Although  no  cases  occur- 
red in  the  U.  S.,  three  cases  were  introduced 


into  Eiurope.  Smallpox  is  a prevalent  disease  in 
many  parts  of  the  world  where  the  travel  time 
to  or  from  Arizona  is  less  than  the  incubation 
period  of  the  disease.  Vaccination  against  small- 
pox is  required  for  most  international  travel  and 
considering  the  consequences  of  infection,  even 
though  the  possibility  is  remote,  vaccination  is 
prudent. 

Measles 

The  data  in  Table  1 show  that  measles  has 
been  responsible  for  more  illness  and  deaths 
than  any  other  diseases  considered  in  this  re- 
port. This  experience  is  consistent  for  the  en- 
tire U.  S.  for  measles  causes  more  deaths  than 
any  other  common  childhood  disease®.  Figure  7 
shows  that  rate  of  morbidity  for  measles  re- 
mains high  although  rate  of  mortality  declined 
steadily  until  1955.  Since  1955  the  death  rate 
apparently  has  remained  constant.  This  decline 
may  have  resulted  more  from  control  of  asso- 
ciated complications  such  as  bacterial  pneumonia 
and  otitis  media  than  from  more  efficient  man- 
agement of  measles  infections,  or  from  mutual 
adaptation  of  etiologic  agent  and  host  as  has 
been  suggested^".  Measles  is  the  striking  excep- 
tion to  the  generalization  that  mortality  of  all 
the  infectious  diseases  has  declined”.  In  Ari- 
zona the  largest  number  of  deaths  from  measles 
was  reported  in  1937.  In  that  year  184  deaths 
and  4,222  cases  were  reported.  More  than  100 
deaths  were  recorded  in  1930,  1931,  and  1933. 


Figure  7.  Annual  number  of  eases  and  deaths  attri- 
buted to  measles  per  100,000  population  reported  in 
the  United  States  1912-1965.  (Data  from  National  Com- 
munieable  Disease  Center,  U.  S.  Public  Health  Service.) 

Trends  in  numbers  of  cases  and  deaths  are  shown 
in  Figure  8. 

An  eminent  epidemiologist  has  pointed  out 
that  measles  has  long  been  cited  as  an  example 
of  successful  parasitism*”.  The  infection  is  self- 
limiting  and  of  short  duration,  moderate  sev^er- 
ity,  and  low  fatality.  The  ecological  equilibrium 
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of  parasite  and  host  seemed  well  established 
and  the  choice  apparently  was  to  live  with  the 
disease  rather  than  attempt  control.  The  data 
from  Arizona  indicate  that  measles  is  not  the 
relatively  benign  disease  that  commonly  it  is 
believed  to  be.  While  mortality  rates  may  be  low 
for  the  population,  the  number  of  deaths  is  im- 
pressive as  shown  in  Table  1 and  Figure  8.  Tech- 
niques are  now  available  that  give  promise  to 
the  hope  of  eradicating  measles.  The  rationale 
and  epidemiological  basis  are  outlined  in  an 
accompanying  article'^ 


Figure  8.  Annual  number  of  cases  and  deaths  attri- 
buted to  measles  reported  in  Arizona  1945-1966. 


The  Case  for  Immunization 

To  illustrate  the  epidemiological  considera- 
tion of  natural  and  artificial  immunity,  some  lib- 
erty is  taken  in  generalizing  and  over-simplify- 
ing an  epdemiologcal  model.  Generally,  the  per- 
sistence of  infectious  disease  requires  the  opera- 
tion of  three  factors  in  the  proper  spacial  and 
quantitative  relationship;  1.  pathogens  in  the 
environment  capable  of  producing  the  disease, 
2.  the  presence  of  persons  susceptible  to  the 
infectious  agent,  and  3.  conditions  that  permit 
the  transmission  of  the  infectious  agent  to  sus- 
ceptible persons.  Two  terms  also  need  defini- 
tion. Epidemic  threshold  is  the  level  of  trans- 
mission that  may  be  reached  by  favorable  com- 
bination of  the  three  factors  listed.  At  this  level 
opportunity  is  provided  for  exposure  of  all  sus- 
ceptible persons  in  the  environment.  Transmis- 
sion threshold  is  the  level  of  transmission  at 
which  quantitative  and  spacial  relations  of  path- 
ogens and  susceptible  persons  enable  minimum 
transmission  of  pathogens  that  results  in  de- 
velopment of  infection. 

Some  stylized  relations  between  these  factors 


are  shown  in  Figure  9.  The  diagram  at  A de- 
picts the  situation  when  the  only  immunity  of 
the  population  against  pathogens  results  from 
infection.  Since  there  is  no  other  means  of  ac- 
quiring resistance,  susceptible  persons  become 
infected  as  soon  as  they  accumulate  in  suffi- 
cient numbers  and  when  other  factors  are  favor- 
able for  transmission  of  the  etiological  agent. 
Susceptible  persons  may  at  times  be  in  the  popu- 
lation but  these  are  soon  eliminated  when  epi- 
demics occur  with  attendant  illness  and  deaths. 
The  surviving  population  is  then  immune. 


Ad  C d E F 

Figure  9.  Diagrammatic  illustration  of  relationships 
of  populations  with  different  proportions  of  susceptible 
persons,  natural  immunity,  and  artificial  immunity  to 
epidemic  and  transmission  thresholds  of  disease. 

When  artificial  immunization  contributes  to 
immunity  of  the  population,  as  in  B,  transmis- 
sion is  less  intensive  and  the  epidemic  threshold 
may  not  be  reached.  As  a result  susceptible 
persons  accumulate  and  are  not  removed  from 
the  population  by  reeurrent  epidemics.  As  prog- 
ressively more  of  the  population  is  immunized 
artificially,  as  illustrated  in  C and  D,  the  propor- 
tion of  susceptible  individuals  in  the  population 
increases  and  a progressively  larger  portion  of 
the  population  is  vulnerable  to  infection.  At 
this  stage  the  proper  relation  of  factors  can 
develop  to  enable  transmission.  If  conditions  be- 
come favorable,  all  susceptible  persons  may  be- 
come infected.  As  more  persons  in  the  popula- 
tion are  immunized  artificially,  the  possibility 
for  transmission  is  further  reduced,  as  illustrated 
in  E,  and  eventually  transmission  ceases.  Patho- 
gens may  remain  in  the  environment,  however, 
and  transmission  can  resume  under  favorable 
conditions.  In  the  condition  shown  at  F,  no  im- 
munity of  the  population  results  from  occur- 
rence of  infection;  all  resistance  is  effected  by 
artificial  immunization. 
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Obviously  as  transmission  is  reduced  and  fin- 
ally suppressed  by  artificial  immunization,  a 
progressively  larger  number  of  susceptible  per- 
sons may  accumulate  in  the  population.  To  main- 
tain adequate  levels  of  protection  so  that  the 
transmission  threshold  will  not  be  approached, 
much  of  the  population  must  be  immunized 
artificially. 

There  are  at  present  no  objective  means  for 
determining  the  proportion  of  the  population 
that  must  be  immunized  to  afford  effective  pro- 
tection. It  is  apparent,  however,  from  the  spor- 
adic or  frequent  occurrence  of  many  infections 
that  the  level  of  immunity  in  the  population  is 
not  sufficiently  high  to  preclude  the  possibility 
of  transmission  of  residual  pathogens  or  those 
introduced  in  the  environment. 

In  fact,  it  seems  that  in  most  cases  the  level 
of  immunity  against  most  diseases  that  are  pre- 
ventable by  immunization  is  sufficient  to  de- 
velop a tenuous  situation  that  neither  permits 
the  occurrence  of  intensive  transmission  that  can 
reach  epidemic  proportion  nor  reasonably  as- 
sures freedom  from  infection.  The  need  is  read- 
ily apparent  for  developing  precise  means  for 
determining  and  measuring  effective  protective 
levels  of  immunity  and  for  methods  that  will 
assure  that  an  adequate  proportion  of  the  popu- 
tion  is  immunized  to  minimize  the  possibility 
of  transmitting  pathogens. 

Prospect  and  Need 

Current  trends  in  morbidity  and  mortality  of 
several  infectious  diseases  in  Arizona  that  are 
preventable  by  immunization  suggest  that  pros- 
pects are  good  for  effective  control  and  in  some 
instances  for  eradication  of  several  infectious 
diseases  by  further  immunization.  Individual 
evaluations  must  be  made  in  each  case  to  assess 
appropriate  courses  of  action. 

Future  work  must  have  a firm  epidemiolog- 
ical basis.  Techniques  must  be  developed  and 


data  obtained  to  determine  in  advance  the  re- 
sults that  may  be  expected  from  efforts  to  im- 
prove levels  of  immunity.  Epidemiological  stu- 
dies must  be  made  to  evaluate  in  each  ecolog- 
ical situation  and  for  each  disease  the  possibili- 
ties of  transmission.  This  should  include  quan- 
titation of  critical  factors  in  the  parasite  system 
and  determination  of  transmission  potential 
when  these  factors  occur  at  various  levels  and 
in  various  combinations.  Determination  should 
be  made  of  the  age  groups  and  the  approximate 
proportion  of  various  segments  of  population 
that  should  be  immunized  to  reduce  the  possi- 
bility for  the  occurrence  of  diseases  to  an  ac- 
ceptable, predictable  level. 


Development  of  plans  also  must  include  pro- 
vision for  surveillance  of  disease  and  for  main- 
taining levels  of  immunity  among  susceptibles 
that  enter  the  population  to  insure  suppression 
of  transmission. 

The  information  now  available  indicates  that 
man’s  goal  of  freedom  from  some  infectious  dis- 
eases may  be  in  sight.  Some  means  of  accomp- 
lishment are  clear;  in  other  cases  more  work  is 
needed  to  determine  appropriate  courses.  It  is 
obvious  that  efforts  to  suppress  infections  must 
be  continued  and  cannot  be  applied  erratically 
or  inefficiently  without  disastrous  consequences. 
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Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

Spacious,  year  ’round  outdoor  recreation  area 
^ Heated  swimming  pool 

^ Modern,  comfortable  rooms 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 

• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


5055  North  34th  St 


PHOENIX,  ARil 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCH 

A Non-Profit  Corp" 


There  are  16,600* 
undetected  diabetics  in 

Arizona 

Most  of  these  are  probably  among  patients  over  40;  the  overweight; 
relatives  of  diabetics,  and  mothers  of  large  babies.  By  the  time  polyphagia,  polyuria, 
polydipsia,  pruritus  or  other  overt  symptoms  of  diabetes  appear, 
damage  may  have  been  done  that  could  have  been  minimized. 
DEXTROSTIX®  gives  you  a reliable  blood-glucose  estimate  in  60  seconds. 

Why  Wait? 


♦Based  on  Statistical  Report,  U.S.  Dept.  Commerce,  ed.  86,  and  Fisher,  G.  F.,  and  Vavra,  H.  M. 
Pub.  Health  Rep.  80:961  (Nov.)  1965. 

Note:  DEXTROSTIX  is  not  meant  to  replace  the  more  precise  analytical  laboratory 
procedures  such  as  needed  in  glucose  tolerance  testing. 


AMES  COMPANY,  Division  Miles  Laboratories,  Inc.,  Elkhart,  Indiana  46514 
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This  is  Immunization  and  Public  Health 
Month.  Appropriately  the  May  issue  of  Arizona 
Medicine  is  dedicated  to  a discussion  of  this 
subject  in  depth.  That  the  appreciation  and  im- 
portance of  a healthy  citizenry  is  the  cornerstone 
of  a prosperous  and  progressive  society  has  long 
been  recognized.  As  far  back  as  Jenner’s  time, 
public  officials  concerned  themselves  with  this 
aspect  of  human  endeavor.  As  recorded  by  the 
words  of  Disraeli  speaking  before  the  House  of 
Commons  in  1848  on  the  smallpox  vaccination 
issue,  “The  health  of  the  people  is  really  the 
foundation  of  a good  stable  government.  Their 
happiness  and  all  of  their  powers  depend  upon 
this.” 

As  progress  was  made  through  the  years,  lapses 
in  time  appeared  when  preventive  medicine 
seemingly  became  less  urgent  and,  in  fact,  with 
the  explosion  of  other  scientific  and  medical 


discoveries,  actually  faded  into  a secondary  posi- 
tion of  importance. 

Today  the  family  as  a unit  is  responsible  for 
its  well  being  guided  by  its  physician  who,  as 
health  counselor,  directs  the  family  needs  from 
the  preventive  medical  standpoint  to  all  of  the 
other  health  surveillance  needs. 

Preventive  medicine  is  repeatedly  stressed  in 
this  issue  by  the  various  authors  emphasizing 
that  disease  control  is  good  medicine!  It  is 
further  hoped  eventually  to  protect  all  segments 
of  the  population  from  the  disabling,  crippling 
contagen  heretofore  not  so  adequately  controlled. 
The  present  emphasis  is  on  Measles  Rubeola 
which  with  persistence  and  tenaciousness  has 
defied  previous  efforts  to  eradication.  Now,  with 
complete  implementation,  this  could  conceivably 
be  headed  for  the  archives  of  historj^ 
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at  the  site  of  j||e 
(where  it  counts) 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. ^'2  Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  witK' 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by’ 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 

Ilosone' 

Erythromycin  Estolate 
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( See  next  page  for  prescribing  information.) 


IlosoneVthe  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 
cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythi’omycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  weii 
charactei’ized  by  increased  direct-reacting  bilirubin,  elevate 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephal;' 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutam 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  noi 
mal  cholecystograms.  ; 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  nii 
been  reported  in  other  patients  taking  pi’olonged  courses  of  ti' 
medication.  Patients  with  chronic  infection  have  been  given  1 ; 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  ai! 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  •) 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ■( 
144  patients  who  received  the  drug  daily  for  two  years,  no  jauj 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  the 
patients’  families,  who  were  not  taking  the  drug,  had  episod  t 
of  jaundice  during  the  study  period. 

'Transaminase  and  serum  alkaline  phosphatase  levels  we 
determined  in  a group  of  fifty-four  adults  and  children  who  to<i 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  i; 
rheumatic  fever  prophylaxis.  The  results  were  compared  wi'j 
those  of  a similar  group  of  forty-four  patients  who  received  pe:i 
icillin.  There  were  no  cases  of  jaundice  in  either  group.  Elevatid 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecour  ^ 
of  treatment  was  observed  in  one  patient  treated  with  Ilosoi; 
and  in  two  patients  treated  with  penicillin.  Seven  other  patien  ■ 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicill 
group  showed  elevations  in  one  of  the  tests  at  some  time  durir' 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  we  i 
reported  in  102  pediatric  patients  who  received  short-term  (te; 
day)  courses  of  Ilosone  in  the  ti’eatment  of  streptococcus  infej 
tions.  Results  of  liver  function  tests  in  these  patients  were  cor 
parable  to  those  in  a similar  control  group  who  had  receive 
penicillin.  j 

Gastro-intestinal  disturbances  not  associated  with  hepatic  C| 
fects  are  observed  in  a small  proportion  of  individuals  as  a resui 
of  a local  stimulating  effect  of  the  medication  on  the  alimentai| 
tract;  however,  the  normal  intestinal  gram-negative  bacteri  i 
flora  is  not  appreciably  altered  by  erythromycin  drugs.  ! 

Although  allergic  manifestations  are  uncommon  with  the  u i 
of  erythromycin,  there  have  been  occasional  reports  of  urticari! 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  hot 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  f< 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hour 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  ar 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosai 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyc 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftef 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythr 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages ' 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pa 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  a 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatk 
before  receiving  antibiotics,  and  monthly  serologic  tests  shou 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.F.,  125  and  250  m. 
(equivalent  to  base) , in  bottles  of  24  and  100. 

'Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  lO-c.j 
size  packages,  with  di’opper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalei 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  package 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc.,  2i7:69,  1-'; 

2.  Griffith,  R.  S.,  and  Black,  H.  R. : Antibiotics  & Chemother.,  f2;398,  1" 

3.  Hirsch,  H.  A.,  Pryles,  C.  V.,  and  Finland,  M.:  Am.  J.  M.  Sc.,  fJ9;198,  19^ 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  U6206. 
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Financial  Aid  for  the  Medical  Student 


The  student  who  is  contemplating  a career  in 
medicine  can  anticipate  a long  educational  span 
and  a considerable  financial  burden.  That  this 
is  of  concern  is  reflected  by  the  large  number  of 
inquiries  we  receive  concerning  the  cost  of  a 
medical  education  and  the  availability  of  finan- 
cial support.  For  a college  of  medicine  which  is 
yet  to  admit  its  first  class  these  answers  must 
come  from  the  experience  of  other  institutions. 
Such  experience  shows  that  medical  student  in- 
come, expense  and  indebtedness  vary  widely 
with  respect  to  sex,  marital  status,  medical  school 
class,  geographic  region,  and  type  of  support 
available  at  the  medical  school  attended.  Recent 
surveys  have  shown  that  59  percent  of  the  stu- 
dents were  unmarried  and  their  average  annual 
expenses  were  $2,713.  For  the  married  student 
with  no  children,  the  expenses  were  $4,797  and 
for  the  married  student  with  children,  the  ex- 
penses were  correspondingly  greater. 

In  1963,  sixteen  percent  of  the  total  student 
expenses  were  met  by  non-refundable  grants 
and  loans.  Local  medical  school  sources  account- 
ed for  the  largest  segment  of  this  amount  — 
nearly  50  percent.  The  remainder  was  supplied 
by  agencies  such  as  the  AM  A Education  and 
Research  Foundation,  local  and  state  govern- 
ments, medical  societies  and  philanthropic  agen- 
cies. Despite  such  sources  over  10  percent  of  all 
students  reported  that  they  would  require  addi- 
tional aid  to  meet  their  expenses.  Since  1963,  the 
need  for  additional  funds  has  been  met,  in  part, 
by  the  participation  of  the  Federal  government 
through  the  Health  Professions  Student  Loan 
Program  and  the  Health  Professions  Student 
Scholarship  Program.  These  programs  are  broad- 
ly-based and  provide  assistance  to  those  desiring 
CO  become  physicians,  dentists,  optometrists, 
pharmacists  and  podiatrists. 

Though  the  Federal  government  has  recently 
increased  the  amount  of  non-refundable  awards 
available  to  medical  students  a need  exists  for 
additional  funds  of  this  type.  In  1962-1963,  80 
percent  of  the  graduate  students  in  the  life 
sciences  received  non-refundable  grants  while 
only  17  percent  of  the  medical  student  population 
received  assistance.  Furthermore,  the  average 
graduate  student  award  was  more  than  four 


times  greater  than  that  awarded  to  the  medical 
student.  Even  with  the  increased  funds  being 
made  available  for  non-refundable  awards  this 
gap  has  not  closed  appreciably  because  of  the 
greater  number  of  students  entering  medical 
school  and  the  increasing  inflationary  pressures 
which  surround  them. 

Medical  students,  in  general,  prefer  to  be  fi- 
nancially independent.  The  student  who  chooses 
medical  school  however,  rather  than  graduate 
school,  is  financially  disadvantaged  because  of 
the  relative  inadequacy  of  non-refundable  finan- 
cial aid.  The  Health  Professions  Student  Loan 
and  Scholarship  Programs  have  helped  in  this 
regard.  However,  the  majority  of  the  funds  are 
in  the  loan  program  and  must  be  awarded  strict- 
ly on  the  basis  of  need.  Thus,  there  continues  to 
be  an  urgent  need  for  funds  to  support  non- 
refundable  awards.  It  would  be  preferable  if 
such  funds  could  be  obtained  from  private 
sources.  Here,  the  established  school  has  the 
advantage  of  a broad  base  of  alumni  support 
and  contact  with  the  community  over  a period 
of  years. 

The  University  of  Arizona  College  of  VIedicine 
has  a few  non-refundable  scholarships  and  grants 
under  development  at  this  time.  Our  school  will 
also  participate  in  the  Health  Professions  Student 
Programs  for  Loans  and  Scholarships.  Our  stu- 
dents will  also  find  the  low  interest  loans  from 
the  AM  A Education  and  Research  Foundation 
and  the  Arizona  Medical  Association  Loan  and 
Scholarship  Program  to  be  of  real  help. 

Students  have  not  always  been  so  fortunate. 
A complaint  voiced  by  a poor  student  of  Bologna 
in  the  15th  century  reveals:  “The  time  I should 
spend  in  lectures  and  in  study  I am  driven  to 
waste  in  begging  from  door  to  door:  crying 
scores  and  scores  of  times  ‘Charity,  Charity,  dear 
Masters’  and  getting  the  answer  ‘begone  and 
God  be  with  you’.”  In  1967,  with  the  cost  of 
higher  education  continuing  to  rise,  the  outlook, 
although  not  quite  so  grim,  requires  the  support 
of  all  interested  parties. 
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normal  activity... promptly  with 


LOMOTIL 


Each  tablet  and  each  5 cc.  of  liquid  contains : 

diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  may  be  habit  forming) 
atropine  sulfate 0.025  mg. 


LIQUID /TABLETS 

in  childhood  diarrhea  associated  with:  Gastroenteritis  • Spastic 
bowel  • Influenza-like  infections  • Antibiotic  administration 


Lomotil  gets  children  with  diarrhea  off  toast  and  tea  and  back  to  normal  diets  and 
normal  activity  with  gratifying  dispatch. 

Lomotil  slows  the  rapid  propulsion  of  overstimulated  intestines,  permits  absorp- 
tion of  excess  fluid  and  controls  diarrhea  with  notable  promptness  and  effectiveness. 

Moreover,  lowered  motility  achieved  with  Lomotil  relieves  the  abdominal  cramps 
and  discomfort  so  distressing  to  children. 


Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are: 


Children:  Total  Daily  Dosage 

3-6 mo.  . .Vz  tsp*.  t.i.d.  (3  mg.)  i 1 
6-12  mo.  Mz  tsp.  q.i.d.  (4  mg.)  1 

1- 2 yr.  ..  .1/2  tsp.  5 times  daily  (5  mg.)  1 | 1 H i 

2- 5  yr.  ...  1 tsp.  t.i.d.  (6  mg.)  | | | 

5-8  yr 1 tsp.  q.i.d.  (8  mg.)  i I I I 

8-12  yr.  ..  1 tsp.  5 times  daily  (10  mg.)  i i 1 | | 

Adults:  . .2  tsp.  5 times  daily  (20  mg.) 

(or  2 tablets  q.i.d.) 

*Based  on  4 cc.  per  teaspoonful. 


GQ  ee 


Maintenance  dosage  may  be  as  low  as  one-fourth  the 
initial  daily  dosage. 


Precautions:  Lomotil  is  a Federally  exempt  nar- 
cotic preparation  of  very  low  addictive  potential. 
Recommended  dosages  should  not  be  exceeded, 
and  medication  should  be  kept  out  of  reach  of 
children.  Should  accidental  overdosage  occur 
signs  may  include  severe  respiratory  depression, 
flushing,  lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils  and  tachycardia. 
Lomotil  should  be  used  with  caution  in  patients 
with  impaired  liver  function  or  those  taking  ad- 
dicting drugs  or  barbiturates. 

Side  Effects:  Side  effects  are  relatively  uncom- 
mon but  among  those  reported  are  gastrointes- 
tinal irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness,  insomnia,  numb- 
ness of  the  extremities,  headache,  blurring  of 
vision,  swelling  of  the  gums,  euphoria,  depres- 
sion and  general  malaise. 
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Arizona  Medicine 


EDITORIALS 


The  Immunization  Plan  For  Arizona 


The  A.M.A.,  through  its  council  on  Environ- 
mental and  Public  Health  and,  in  particular, 
through  its  new  Task  Force  on  Immunization, 
in  co-operation  with  the  United  States  Public 
Health  Service,  has  inaugurated  a national  pro- 
gram for  adult  and  pediatric  immunization.  In 
particular,  1967  has  been  chosen  as  the  year  to 
eliminate  measles  on  a national  basis. 

In  Arizona  a state  wide  immunization  plan  has 
been  established,  and  its  general  outline,  achieve- 
ment to  date  and  final  goal  will  be  briefly  re- 
viewed: 

I.  The  basic  premises  for  this  plan  include: 

a.  That  it  be  primarily  a private,  medical  prac- 
titioner’s office  program. 

b.  That  it  be  a lifetime,  continuing  immuni- 
zation project  directed  toward,  one:  tet- 
anus, smallpox  and  diphtheria  in  the  adult, 
two:  reinforcement  of  the  present,  child- 
hood immunization  schedule  and  three: 
measles  vaccination  in  the  child. 

c.  That  the  plan  be  formulated  by  a special 
State  Immunization  Committee  including 
representatives  of  the  State  and  County 
Medical  Societies,  the  Public  Health,  Ped- 
iatric and  Medical  Disaster  Committees,  the 
General  Practice,  Internist  and  Pediatric 
Associations  and,  in  particular,  the  State 
and  County  Public  Health  Officials. 

d.  That  final  achievement  of  this  program  be 
obtained  through  a professional  and  lay 
educational  effort  guided  by  the  State  Im- 
munization Committee,  aided  by  tlie  com- 
bined resources  of  the  State  and  County 
Medical  Associations  and  Public  Healtli 
Commissions  and  serviced  by  a qualified 
public  relations  firm. 


11.  Accomplishments  to  date: 

1.  Agreement  and  production  by  the  State  and 
County  Health  Departments  of  a schedule 
for  usual  immunization  procedures.  This 
schedule  has  been  affirmed  by  the  Arizona 
State  Medical  Association,  the  Arizona  As- 
sociation of  Health  Officers,  the  Arizona 
State  General  Practice  and  Pediatric  Asso- 
ciations, the  Maricopa  County  Society  of 
Internists  and  the  Arizona  State  Osteopathic 
Association. 

2.  Institution  of  a state-wide  survey  of  the 
present  immunization  levels  against  diph- 
theria, tetanus,  smallpox,  polio,  pertussis 
and  measles  by  the  Arizona  State  Health 
Department.  This  survey  is  primarily  clin- 
ical in  nature  but  will  be  reinforced  by 
appropriate  serological  testing  where  indi- 
cated. The  result  of  this  survey  will  be 
available  for  evaluation  in  August  1967 
and  will  be  employed  in  planning  the  re- 
maining clinical  aspects  of  the  program. 

3.  Establishment  of  a state-wide  professional 
educational  program  directed  towards  mak- 
ing available  to  all  interested  medical  prac- 
titioners the  latest  information  on  immuni- 
zation practice  with  particular  emphasis  on 
adult  immunization  in  tetanus,  smallpox 
and  diphtheria  and  pediatric  immuniza- 
tion both  in  present  standard  proceducs 
and  in  the  recently  available  measles  \ac- 
cine.  This  issue  of  Arizona  Medicine  will 
initiate  the  educational  program  and  it  w ill 
be  further  implemeuted  at  all  state  and 
county  levels  by  the  State  Immunization 
Committee. 
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4.  Active  support  of  this  program  has  been 
pledged  by  the  Arizona  State  Medical  As- 
sociation both  by  floor  resolution  of  the 
House  of  Delegates  and,  in  particular,  by 
a current  motion  of  full  support  by  the 
Board  of  Directors  of  the  Arizona  State 
Medical  Association  in  obtaining  the  aid  of 
a qualified  public  relations  firm. 

III.  Final  goal: 

1.  Conclusion  of  the  professional  educational 
program  by  July  1967. 

2.  Institution  of  a state  wide,  carefully  moni- 
tored, public  relation  program  directed  to- 
wards the  lay  population,  emphasizing  both 
the  present  need  for  immunization  and  its 
major  importance  as  a life  time  continuing 
program  and  stressing  the  private  prac- 
titioner’s office  as  the  primary  site  for  its 
accomplishment.  This  is  scheduled  to  com- 
mence in  late  August  1967  and  continue 
on  a peak  level  for  approximately  8 weeks 
with  an  annual  lesser  period  of  reamplifica- 

' tion. 

3.  Financial  aid  in  the  general  educational  as- 
pects of  the  immunization  program  and  in 
the  actual  procurement  of  the  measles  vac- 
cine to  be  obtained  by  the  State  and  Coun- 
ty Health  Departments  by  virtue  of  funds 


available  through  the  Congressional  Vac- 
cination Assistance  Act  of  1962,  reinforced 
particularly  for  measles  in  1965. 

4.  Active  participation  by  the  Arizona  Pharm- 
aceutical Association  in  obtaining  delivery 
of  vaccine  material  to  the  practitioner’s  of- 
fice and  by  the  State  and  County  Medical 
Auxiliary,  the  Arizona  Hospital  Association, 
the  State  Nursing  Association  and  various 
private  and  pnblic  citizen  aid  groups  in  sup- 
plying any  necessary  help  in  completing 
the  program. 

Sincere  appreciation  for  the  unique  partner- 
ship of  professional  and  private  “periti”  advice 
supplied  by  the  Arizona  State,  Maricopa  County 
and  Pima  County  Health  Departments  and  by 
the  Public  Health  and  School  Committee  mem- 
bers, assisting  in  this  program,  is  tendered.  Par- 
ticular appreciation  is  due  to  Dr.  Melvin  H. 
Goodwin,  Jr.,  Director,  Division  of  Preventive 
Medical  Services,  Arizona  State  Health  Depart- 
ment, in  the  actual  formulation  of  this  issue 
of  Arizona  Medicine,  and  to  Dr.  Roland  F. 
Schoen  for  its  final  accomplishment. 

Earl  J.  Baker,  M.D. 

Chairman 

Arizona  Medical  Disaster  Committee 
and  State  Immunization  Committee 


Dr.  Baker 
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She  simply  sits  while  the  party  goes  on  around  her, 
already  used  to  being  the  girl  who  is  left  out. 

She  tries  to  lose  weight— but  her  emotions 
won't  let  her.  She  becomes  irritable  and  depressed 
when  she  doesn't  eat,  and  anxious  when  she 
considers  her  future.  So  each  time  she  gives  up. 

"What  can  I do?"  she  asks  when  she  visits  your  office. 
"How  can  I ever  stay  on  a diet  and  lose  weight?" 

A PARTICULAR  COMBINATION  OF  ACTIONS 

AyMr‘2  btentiibs 

methamphetamine  hydrochloride  15  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 

FOR  THE  NEEDS  OF  THE  DIETING  WOMAN 

A.  H.  Robins  Co.,  Inc. 

Richmond,  Va.  23220 

/I-H-j^OBINS 


Ambar  is  formulated  to  specifically  meet  both  the 
physical  and  emotional  needs  of  the  woman  who 
is  trying  to  lose  weight.  Methamphetamine  hydro- 
chloride has  a powerful  suppressant  effect  on  the 
appetite  and  also  provides  a gentle  psychic  lift  to 
improve  mood  and  encourage  activity.  The  phcno- 
barbital  component,  through  its  classic  calming 
action,  helps  control  irritability  and  anxiety,  and 
helps  counteract  excessive  CNS  stimulation. 

Also  available:  Ambar  #1  Extentabs''’  - nielhamtdK'l.imnu' 
hydrochloride  10  mg.,  phenobarbital  (>4.f!  mg  ( I gr ) iW.im 
ing:  may  be  habit  forming). 

BRIEF  SUMMARY  / Indications:  Amb.ir  siippiONsc-s  .ippi-uu- 
and  helps  offset  emotional  reactions  to  dieting  .s  i/e  / iii\  (> 
Nervousness  or  excitr'ment  occasionally  noted,  but  U'-u.ilK 
infrequent  at  recommended  dosa.ges.  Slight  duns -.mess  h.is 
been  reported  rarely.  I’rvi  .wtiiui'. : Administer  with  i.uilion 
in  the  presence  of  cardiovascular  disease  or  hvpei tension 
Contraindications:  Elypersensitivity  to  b.irbitiiiales  i>i  s\m 
pathomimetics;  patients  with  advaiued  lenal  (m  hep.Uu 
disease.  Sec  package  insert  foi  luitiu-r  (let.uK. 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


^ start  with 

Tetrex-F 

tetracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnings:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125.000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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JUDGE  ANTIBIOTICIOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Ve  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIIf’ 

brand 


POLYiYIll 


Si  »l 


OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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IS 


Picture  of 
bursitis 


treated  with 
Parafon  Forte 


TABLETS 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  paind’^  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action, and  to  retain  effectiveness 
even  on  continued  administration, but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J. : Fed.  Proc.  i^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 
J.  L.  A.,  et  al.:  Gastroenterology  .4^:146,  1963.  4.  Conney,  A.  H.,  and  Burns, 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  125:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6:1373, 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25  :430,  1964.  7.  Darienzo,  C.:  Ibid., 

2Z:189,  1966.  ‘u.s.  PATENT  NO.  2,895,877 

McNElL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL ) 


IN  MEMORIAM 


LINDSAY  E.  BEATON,  M.D. 
1911-1967 


Lindsay  E.  Beaton  died  in  Tucson  on  February 
8,  1967,  at  the  age  of  56  years.  He  was  born  in 
Chicago,  Illinois.  After  his  undergraduate  work 
at  Dartmouth  he  received  his  M.D.  degree  at 
Northwestern  University  School  of  Medicine 
and  also  was  engaged  in  graduate  work  at  North- 
western’s Institute  of  Neurology  as  a medical 
fellow  of  the  National  Research  Council. 

During  World  War  II,  Dr.  Beaton  served  as 
Lt.  Colonel  in  the  Medical  Corps  of  the  Army 
of  the  United  States  for  three  years  in  the  Pacific 
Theater  of  Operations  and  became  Clinical  Di- 
rector of  Psychiatry  for  the  10th  Army  and 
member  of  the  Pacific  Ocean  Area’s  Psychiatry 
team.  In  1946  he  moved  to  Tucson. 


He  was  President  of  the  Arizona  Medical 
Association  in  1960;  past  president  of  the  Family 
Service  Agency  and  Child  Guidance  Clinic; 
member  of  the  Professional  Committee  of  Blue 
Shield,  the  American  Red  Cross  and  State  Hos- 
pital Board  and  served  as  medical  advisor  to  the 
Arizona  Industrial  Commission. 

Lindsay  had  been  troubled  by  corouary  artcr\’ 
disease  for  the  past  two  years  and  had  curtailed 
his  practice.  At  the  time  of  his  death  he  was 
psychiatrist  for  the  Universit\-  of  Arizona  aud 
Chairman  of  the  American  Medical  Association's 
Council  on  Mental  Health. 


May,  1967 
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(meclizine  HCI,  niacin) 


Tablets:  (meclizine  HCI  12.5  mg.  and  niacin 
50  mg.)  Syrup:  (each  5 cc.  teaspoonful  con- 
tains meclizine  HCI  6.25  mg.  and  niacin  25 
mg.) 

Most  widely  prescribed  anti-vertigo  agent' 
Complete  to  moderate  relief  of  symptoms 
in  9 out  of  10  patients' 

Antivert,  the  leading  anti-vertigo  product,' 
combines  meclizine  HCI,  an  outstanding 
drug  for  treatment  of  vestibular  dysfunc- 
tion, with  niacin,  a drug  of  choice  for 
prompt  vasodilation.  Prescribe  Antivert  for 
your  patients  with  vertigo,  Meniere's  syn- 
drome and  allied  disorders. 

Precautions  and  contraindications:  Frequent, 
short-lived  reactions  include:  cutaneous 
flushing,  sensations  of  warmth,  tingling  and 
itching,  burning  of  skin,  increased  gastro- 
intestinal motility,  and  sebaceous  gland  ac- 
tivity. In  explaining  these,  reactions  to  the 
patient,  it  is  suggested  that  they  be  re- 
garded as  a desirable  physiological  sign  that 
the  niacin  is  carrying  out  its  intended  func- 
tion of  vasodilation.  Because  of  this  vaso- 
dilation, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy.  Although  the  incidence  of  drowsi- 
ness and  other  atropine-like  side  effects 
such  as  dry  mouth  and  blurring  of  vision  is 
low,  the  physician  should  alert  the  patient 
to  the  need  for  due  precautions  when  en- 


gaging in  activities  where  alertness  is  man- 
datory. Use  in  women  of  childbearing  age: 
A review  of  available  animal  data  reveals 
that  meclizine  exerts  a teratogenic  response 
in  the  rat.  In  one  study  a dose  of  50 
mg. /kg. /day  (50  times  the  maximum  recom- 
mended human  dose)  produced  cleft  palate 
in  2 of  87  fetuses  when  administered  to  the 
rat  at  critical  times  during  the  first  15  days 
of  gestation.  At  doses  of  125  mg. /kg. /day, 
meclizine  will  produce  100%  incidence  of 
cleft  palate  in  the  rat.  At  doses  of  25  mg./ 
kg./ day,  decreased  calcification  of  the  ver- 
tebrae and  relative  shortening  of  the  limbs 
were  also  produced  in  the  rat,  but  experts 
disagree  as  to  whether  this  is  a teratogenic 
response.  While  available  clinical  data  are 
inconclusive,  scientific  experts  are  of  the 
opinion  that  this  drug  may  possess  a poten- 
tial for  adverse  effects  on  the  human  fetus. 
Consequently,  consideration  should  be  given 
to  initial  use  of  a nonphenothiazine  agent 
that  is  not  suspected  of  having  a terato- 
genic potential.  In  any  case,  the  dosage  and 
duration  of  treatment  should  be  kept  to  a 
minimum.  Dosage:  One  tablet  or  one  to  two 
teaspoonfuls  (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individual 
patients  should  be  determined  by  the  physi- 
cian. Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  RX  only. 
References:  1.  Based  on  1966  data  from  in- 
dependent physicians'  market  survey  organi- 
zation. 2.  Seal,  J.  C.:  Eye  Ear  Nose  & Throat 
Month.  38:738  (Sept.)  1959. 


NeobcAi 

geriatric^  supplement 

helps  keep  them 
'on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A (acetate) 2000  U.S.P.  units 

Vitamin  0 (ergocalciferol,  U.S.P.)  200  U.S.P.  units 

Vitamin  Bi  (thiamine  mononitrate,  U.S.P.)  . 0.5  mg. 

Vitamin  B2  (riboflavin,  U.S.P.)  0.5  mg. 

Vitamin  B6  (pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate,  U.S.P.  5 mg. 

Vitamin  E (di-alpha  tocopheryl  acetate) 5 l.fl. 

Rutin  5 mg. 

Cobalt  (from  cobalt  sulfate)  0.033  mg. 

Molybdenum  (from  sodium  molybdate)  . .0.066  mg. 

Copper  (from  copper  sulfate) 0.33  mg. 

Manganese  (from  manganese  sulfate)  0.33  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Potassium  (from  potassium  sulfate) 1.66  mg. 

Zinc  (from  zinc  sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous  sulfate) 3.40  mg. 

Vitamin  B12  (cobalamin  concentrate,  N.F.,  as 

Stablets<®)  1 meg. 

Vitamin  C (ascorbic  acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone,  N.F 1.0  mg. 

Ethinyl  Estradiol,  U.S.P 0.006  mg. 

(5)  Amino  Acids 

L-lysine  (monohydrochloride) 50  mg. 

L-Glutamic  acid  30  mg. 

*Enzymatically  active  defatted  material  obtained  from 
250  mg.  of  whole  fresh  pancreas. 

For  older  adults  who  require  it,  daily  supplementa- 
tion with  Neobon  can  help  overcome  decreases  in 
endogenous  gonadal  hormone  production,  as  well  as 
deficiencies  of  iron,  vitamins  and  other  nutritional 
factors.  In  a single  convenient  capsule,  Neobon 
provides  vitamins,  minerals,  gonadal  hormones, 
hematopoietic  factors,  digestive  enzymes,  and 
amino  acids  — all  selected  for  adjunctive  therapeu- 
tic value  in  the  geriatric  syndrome.  For  example, 
one  of  the  gonadal  hormones  in  Neobon  is  ethinyl 
estradiol.  It  is  more  slowly  metabolized  in  the  body 
than  natural  estrogens  or  their  esters. 

Precautions:  Contraindicated  in  patients  in  whom 
estrogen  or  androgen  therapy  should  not  be  used,  as 
in  carcinoma  of  the  breast  or  prostate. 

Dosage:  One  capsule,  t.i.d,  with  meals,  or  as  directed 
by  physician. 

Supplied:  Bottles  of  60  capsules.  Rx  only. 


J.B.  ROERIG  DIVISION 

CHAS.  PFIZER  Si  CO..  INC. 
NEW  YORK,  N Y.  10017 
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CORRESPONDENCE 


Roland  F.  Schoen,  M.D.,  Editor 
Journal  Offices 
4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 

Dear  Doetor  Schoen: 

In  the  correspondence  section  of  the  February 
issue  of  Arizona  Medicine,  Dr.  Clyde  Kurtz  pro- 
poses that  graduate  educational  programs  in 
some  communities  should  be  based  at  tlie  county 
hospital.  Incidental  to  his  discussion  of  this  thesis, 
he  is  eritieal  of  the  Millis  Report,  the  report  of 
the  Citizens  Commission  on  Craduate  Medical 
Education,  commissioned  by  the  A.M.A. 

Dr.  Kurtz  states  that  regardless  of  the  effects 
of  Title  XIX,  a county  hospital  could  “serve  the 
physician  population  as  a neutral  base  for  a tndy 
integrated  educational  program  in  direct  liaison 
with  the  teaehing  hospitals  of  that  community.” 

Regarding  this  proposal,  it  is  prudent  to  con- 
sider the  fact  that  Title  XIX  has  been  detrimental 
to  county  hospitals  in  California,  where  it  has 
been  in  existence  since  March,  1966.  The  di'op 
in  patient  census  has  severely  affected  their 
residency  programs  in  Surgery  and  Obstetrics- 
Gynecology.  It  is  reasonable  to  assume  that  with 
future  extensions  of  Title  XVIII  and  Title  XIX 
programs,  patient  census  will  continue  to  decline. 
This  will  inevitably  result  in  further  erosion  of 
their  educational  graduate  programs. 

Implementation  of  the  Millis  Report,  Dr.  Kurtz 
believes,  will  adversely  affect  the  role  of  the 
general  practitioner,  who  “under  this  concept 
would  degenerate  to  a know-nothing,  do-nothing 
medical  nomad.  . . .”  Eminent  authorities  in  med- 
ical education  and  in  general  practice  express 
an  opposite  view. 

Dr.  W.  Clarke  Wescoe,  Chairman  of  the 
Couneil  on  Medical  Education  of  the  A.M.A.,  at 
the  February  12  meeting  of  the  Congress  of 
Medieal  Education,  referred  to  the  Millis  Report 
as  one  of  the  two  great  reports  now  before  the 
medical  profession  — the  other  report  being  that 
of  the  Ad  Hoc  Committee  on  Education  for 
Family  Practice.  He  stated  that  the  profession 
has  read  the  report  from  its  baekground  of  bias 
and  prejudice,  aecepting  what  it  wants  to  hear 
and  rejecting  what  it  dislikes,  to  the  detriment 
of  the  whole  underlying  philosophy  of  the  report. 

Dr.  Carroll  Witten  of  the  A.A.G.P.  endorsed 
the  Millis  Report  at  a special  Millis  Commission 
session  during  the  A.M.A.  November  Las  Vegas 
convention.  G.P.  Magazine  in  its  recent  February 


editorial  approval  of  the  Millis  Commission  Re- 
port states,  “It  is  based  upon  facts  that  reflect 
the  needs  and  demands  of  society.  It  is  not  a 
report  of  an  inward  thinking  minority,  and  it 
does  not  represent  the  understandably  biased 
conclusions  of  the  medical  profession.” 
Sincerely  yours, 

Robert  E.  T.  Stark,  M.D. 


DATE:  February  10,  1967 
TO:  All  Arizona  Doctors 

FROM:  Mrs.  Zona  B.  Brierley,  R.N.,  Executive 
Secretary  Arizona  State  Board  of  Nurs- 
ing 

RE:  Licensure  of  Professional  and  Practical 

Nurses 

You  are  encouraged  to  esRiblish  the  practice 
of  annually  cheeking  the  license  of  each  nurse 
on  your  staff  and  to  also  check  the  license  of  each 
new  nurse  employee  before  she  is  hired.  Both 
you  and  the  nurse  can  then  be  sure  that  your 
legal  and  moral  obligation  in  respect  to  licensure 
is  met.  All  licenses  expire  in  this  state  December 
31  of  each  year  and  should  be  renewed  by  Jan- 
uary I.  We  strongly  recommend  that  you  ASK 
TO  SEE  the  current  license  and  check  it  against 
the  roster. 

The  nursing  law  for  the  professional  nurse  is 
mandatory.  This  means  that  every  registered 
nurse  must  be  licensed  to  practice  or  hold  a 
temporary  permit  to  practice.  She  may  not  use 
the  title  “registered  nurse,”  “graduate  nurse,”  or 
“professional  nurse”  unless  she  is  licensed. 
Article  I,  Section  32-1601,  6, 

Law  Regulating  the  Practice  of  Nursing  in 
Arizona 

“Registered  nurse,”  “graduate  nurse,”  or 
“professional  nurse”  means  a person  who 
pi'actices  professional  nursing  as  defined  in 
paragraph  5 of  the  Section. 

The  nursing  law  for  practical  nursing  is  per- 
missive. This  means  that  no  person  other  than 
one  licensed  in  this  state  to  practice  practical 
nursing  may  use  or  claim  the  title  “licensed 
practical  nurse”  or  use  the  initials  L.P.N. 

A nurse  anesthetist  is  also  reciuired  to  hold  a 
current  Arizona  license,  in  good  standing,  and 
must  have  taken  a prescribed  course  in  anesthesia 
at  a hospital  in  good  standing,  or  be  a graduate 
in  the  science  of  anesthesia  from  a recognized 
school  or  college. 

Anyone  who  aids  or  abets  an\-  persons  in  ^•iola- 
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tion  of  the  nursing  law  is  guilty  of  a misde- 
meanor. 

A current,  out-of-state  license  is  recognized  as 
evidence  of  eligibility  for  licensure  in  Arizona.  It 
is  requested  as  part  of  the  endorsement  proce- 
dure. It  does  not  entitle  the  holder  to  practice 
in  this  state.  The  temporary  permit  is  issued, 
generally  speaking,  immediately  upon  presenta- 
tion and  evaluation  of  the  proper  credentials, 
the  application  form,  and  payment  of  the  re- 
quired fee.  Our  processing  of  the  application  is 
normally  completed  in  four  to  six  months;  this 
includes  securing  references  and  information 
about  the  person’s  practice  as  well  as  verification 
of  credentials. 

The  Board  of  Nursing  strongly  advises  that 
photostatic  copies  of  licenses  not  be  accepted  as 
evidence  of  nurse  registration,  and  further  rec- 
ommends that  nurses  do  not  surrender  licenses 
to  employers  for  duplication. 

If  you  have  any  questions  about  registration, 
or  if  you  wish  to  verify  the  license  of  a graduate 
professional  nurse  or  of  a licensed  practical 
nurse,  write  or  contact  this  Department.  We  will 
be  most  grateful  for  your  cooperation. 


Roland  F.  Schoen,  M.D. 

Editor,  “Arizona  Medicine” 

4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 
Dear  Doctor  Schoen: 

The  Arizona  Medical  Assistants  Association  is 
growing  every  day,  but  we  feel  that  many  girls 
are  missing  an  opportunity  because  neither  they 
nor  their  doctors  are  aware  of  the  existence  of 
the  association.  This  is  particularly  true  outside 
of  Maricopa  County.  As  “Arizona  Medicine”  is 
widely  read  throughout  the  state  by  the  doctors 
and  assistants,  would  it  be  possible  for  an  article 
to  be  published  about  our  association? 

Enclosed  is  a brief  article  on  A.M.A.A.  We 
mentioned  the  approaching  state  convention,  but 
if  it  is  not  possible  to  have  this  appear  before 
June  9th,  the  last  paragraph  could  be  cut.  If  it 
is  possible  for  this  to  be  published  before  June 
and  the  space  is  available,  we  would  like  to  give 
more  details  about  the  state  convention. 

Thank  you  for  any  consideration  you  can  give 
us. 

Sincerely, 

Lucile  M.  Eisenbise,  President 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 
CUTTER  AVIATION  , I N C . SKY  HARBOR,  PHOENIX 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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TOPICS  OF  CURRENT 
MEDICAL  INTEREST 


So  that  physicians  may  know  the 
women  who  represent  them 

WHO  . . . 

WHAT  . . . 

WHY  . . . 
of  the 

Arizona  Medical  Assistants  Association 


The  Arizona  Medical  Assistants  are  the  women 
who  assist  the  doctors  of  Arizona.  They  are  the 
receptionists,  secretaries,  bookkeepers,  nurses, 
and  technicians  who  handle  the  business  and 
technical  details  of  the  doctors’  offices,  thereby 
leaving  the  physician  free  to  practice  medicine 
and  to  serve  his  patients  with  the  skill,  care,  and 
judgment  which  he  has  acquired. 

Because  of  their  respect  for  the  medical  pro- 
fession the  medical  assistants  strive  to  improve 
public  relations,  to  be  ethical  in  all  dealings  with 
patients,  and  to  participate  in  the  civic  affairs  of 
the  community. 

To  provide  a means  whereby  all  medical  secre- 
taries and  assistants  may  become  associated  to- 
gether and  work  toward  the  common  good  of 
the  medical  profession,  Maricopa  County  Asso- 
ciation of  Medical  Assistants  was  organized  in 
1960  with  the  aid  of  Arizona  Blue  Cross-Blue 
Shield.  In  1962  the  state  association  was  formed 
and  was  granted  the  national  charter  the  same 
year;  thus,  Arizona  became  part  of  the  tri-level 
association,  the  American  Association  of  Medical 
Assistants  (AAMA),  which  is  the  only  medical 
assistant  organization  to  ever  be  recognized  by 
the  American  Medical  Association. 

Because  the  medical  assistant  does  not  want 
a third  party  to  decide  a fair  wage,  it  is  stated 
in  the  constitution  of  AAMA  and  each  constituent 
chapter  that  this  organization  is  not  now,  nor 
shall  it  ever  become  a trade  union  or  collective 
bargaining  agency. 

The  formation  of  the  state  association  provided 
the  opportunity  to  give  throughout  the  state  edu- 
cational symposiums  which  made  other  counties 
aware  of  the  benefits  offered  by  the  association 
and  of  the  benefits  they  would  receive  by  organ- 
izing locally.  Thus  Pima  County  received  its 


charter  in  1963  and  Yuma  County  in  1966.  From 
the  sparsely  populated  areas  of  Arizona  medical 
assistants  have  joined  as  members-at-large.  With 
this  large  membership  enrollment  Arizona  was 
awarded  a trophy  for  first  place,  percentage  in- 
crease of  membership  at  the  AAMA  National 
Convention  in  October,  1966. 

To  promote  the  highest  standards  of  endeavor 
among  medical  assistants  the  association  is  con- 
tinually offering  education  workshops.  In  the 
past  these  have  covered  parliamentary  law,  ster- 
ilization procedures,  telephone  etiquette,  legal 
aspects  of  medicine,  credits  and  collections,  med- 
ical ethics,  leadership  training,  general  insurance, 
industrial  claims.  Blue  Cross  and  Blue  Shield, 
and  Medicare.  AMAA  was  the  first  organization 
to  sponsor  workshops  on  Medicare  throughout 
the  state. 

The  association  on  each  level  is  supported  by 
ten  doctors  who  serve  as  a Board  of  Advisors. 
These  doctors  work  with  the  association  in  seek- 
ing to  broaden  the  goals  of  AAMA  in  ser^'ice  to 
the  doctors.  If  you  believe  in  these  purposes, 
then  encourage  your  local  and  state  chapters  of 
AAMA  and  encourage  the  assistant  in  your  of- 
fice to  join  and  work  with  the  association. 

If  your  medical  assistant  is  not  alread\-  a mem- 
ber, she  is  welcome  to  visit  an}’  of  the  count}' 
meetings,  workshops,  or  state  convention.  The 
latter  will  be  held  June  9,  10,  and  11th,  1967,  in 
Yuma,  Arizona,  at  the  Holiday  Inn.  Saturday 
afternoon  speakers  will  be:  Paul  j.  Slosscr,  M.l)., 
Yuma,  “Project  Vietnam;”  Dale  F.  Webb.  M.D., 
Yuma,  “The  Pacemaker;”  Mr.  I’liilip  (7  Borden  of 
Smith,  Kline  and  French,  “The  Medical  .\ssistant 
and  the  Detail  Man.”  For  furtlu'r  information 
please  contact  Ada  Witte,  230  East  26th  iMacc. 
Yuma,  Arizona. 
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what 

time 
is  it? 

For  the  past 
two  years 
there’s  been 
one  new  case 
of  active  tuberculosis 
reported  for  every 
four  thousand 
of  U.S.  population. 

ifistime 
to  tine. 

Tuberculin, 
Tine  .^Test 


(Rosenthal) 


Lederle 

Available  in  5's  and  25’s. 
Order  now 

from  your  pharmacist 
or  your  Lederle 
representative. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


414-6— 4046R 


FUTURE 

MEDICAL  MEETINGS 


MEDICINE  IN  TERRITORIAL 
ARIZONA 


by 


Frances  E.  Quebbeman 

Limited  Number  of 
Autographed  Copies 
Now  Available 

$7.50  each 


Twenty-First  Annual  Rocky 
Mountain  Cancer  Conference 

July  14-15,  1967 

Brown-Palace-West  Hotel 
Denver,  Colorado 

Co-sponsored  by  the  Colorado  Division 
of  the  American  Cancer  Society  and  the 
Colorado  Medical  Society 

Guest  Speakers:  Arthur  J.  Hunnicutt,  M.D., 
Oakland,  California;  William  T.  Moss,  M.D., 
Director,  Therapeutic  Therapy,  Chicago  Wesley 
Memorial  Hospital;  Richard  J.  Reitemeier,  M.D., 
Chairman  of  the  Section  on  Internal  Medicine, 
Mayo  Clinic;  William  O.  Russell,  M.D.,  Chief  of 
Pathology,  M.D.  Anderson  Hospital,  Houston; 
and  Wendell  M.  Stanley,  Ph.D.,  Nobel  Prize 
Winning  Virologist,  University  of  California, 
Berkeley. 

Dr.  Milford  O.  Rouse,  now  President-elect  of 
AMA,  and  Dr.  Ashbel  C.  Williams,  president  of 
the  American  Cancer  Society,  will  participate. 

Further  information  may  be  obtained 
by  writing 

ROCKY  MOUNTAIN  CANCER  CONFERENCE 

1 809  East  1 8th  Ave.,  Denver,  Colorado  802 1 8 


Arizona  Medical  Association 
4601  N.  Scottsdale  Road 
Suite  201 

Scottsdale,  Arizona  85251 


10th  Annual 
Ruidoso  Summer  Clinic 

New  Mexico  Chapter  of  the  American 
Academy  of  General  Practice 
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July  24-27,  1967 

Chaparral  Motel 
Ruidoso,  New  Mexico 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 
(ko-op’er-a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  - MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 
“The  Only  Known  Substitute  for  Earning  Power” 


NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  it  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 

OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PSYCHIATRY 

Murray  Urie,  M.D. 
GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


Adjoining  Hospital  Medical  Center  with: 


PATHOLOGY 

C.  E.  Strickland,  M.D. 
Fred  C.  Schoene,  M.D. 


RADIOLOGY 

M.  Herbert  Nathan,  M.D. 


OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 
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.^■auttek 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OnO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
■THOMAS  F;  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  MJ). 
SAMUEL  WICK,  M.D. 


general  psych iatry  and  neuro^l^^ 
child  psychiatry 


yo^ycAoafl 


clinical  psychology 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


PATHOLOGISTS 

Maurice  Rosenthal,  M.D. 
George  Scharf,  M.D. 
Seymour  B.  Silverman,  M.D. 
Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 


RADIOLOGISTS 

1130  E.  McDowell  Office  - 258-1601 

Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  jA 


Beta-HemoiytfC 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

M 1 C (mcg./ml .) 
Median  Range 

MIC  (mcg./ml.) 
Median  Range 

MIC  (mcg./ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1-3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.;  New  Englond  J,  Med. ,269:10)9,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


0.75 

E 

ID 

o 

00 

0) 

1 0.5 

il 

(D 
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’E 
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Adapted  from  Griffith,  R.  S.,  and  Black,  H.  R.;  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  KB- 

Patassium  Phenoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.} 


New  500  mg,  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Siidicatiens:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 


manifestations  and  antihistamines  and  corticosteroids  for  delayer 
effects.  , 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patieni' 
with  a strongly  positive  history  of  allergy.  j 

In  prolonged  therapy  with  penicillin,  and  particularly  with  higili 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal  am| 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  studie' 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth  c 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  shoulc 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much  less 
common  with  administration  of  oral  penicillin  than  with  intramusculo' 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a signifi- 
cant index  of  sensitization.  The  following  hypersensitivity  reactions 
associated  with  the  use  of  penicillin  have  been  reported:  skin  rashes 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis,-  urti- 
caria; and  reactions  resembling  serum  sickness,  including  chills,  fever, 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  throm- 
bocytopenia, and  nephropathy  are  rarely  observed  side-effects  and 
are  usually  associated  with  high  parenteral  dosage. 
Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Cillin  K, 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  three 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  infants, 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided  into 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated  bac- 
teremia may  be  treated  with  200,000  to  400,0000  units  three  times  a 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  prever' 
development  of  rheumatic  fever  and/or  other  serious  complications. 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  units! 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  too*r 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  should  be^ 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and  fo' 
two  days  postoperatively.  If  oral  medication  is  not  feasible  on  the  day 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mode'- 
ately  severe  pneumococcus  pneumonia  has  been  treated  effectively 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  be  giver 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  proce- 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  houfi 
for  three  doses  may  be  employed;  in  females,  500  mg.  every  four  hours 
for  six  doses  are  recommended.  Patients  with  a suspected  lesion  C 
syphilis  should  have  a dark-field  examination  before  receiving  peniciliir 
and  monthly  serologic  tests  for  a minimum  of  three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units),  ir 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500  mg 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,0000  units)  ps' 
5 cc.  of  solution,  in  40,  80,  and  150-cc.-size  packages.  [011867] 


Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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Doctor:  Cut  your  hilling  and  bookkeeping  costs! 


The  Valley  Bank  offers  you  “Medac”  - Arizona’s  most  complete,  automated  medical-dental  billing-bookkeeping  service. 


* Speeds  your  accounts  receivable  collections. 

* Gives  you  up-to-the-minute  reports  of  your  balance 
sheet  and  P.&L.  as  frequently  as  every  ten  days. 

* Provides  smooth,  efficient  continuity  despite 
personnel  turnover. 

This  is  a dependable,  accurate,  quality  service  which  we 
believe  to  be  the  best  in  the  U.S.  The  doctors  we  now 
serve  are  delighted  with  its  results. 

Before  you  consider  any  service  system,  let  a VNB 
representative  show  you  the  very  real  advantages  of 
VNB-MEDAC  — at  your  convenience  (and  without 
obligation) . 


CONTACT  ANY  VALLEY  BANK  OFFICE 


in  Phoenix 
Bud  Gray  261-1317 


or  phone: 


in  Tucson 

Don  Markle  624-8711 


ImUdical  CeHtei-  OC-^ai/  and  (Uinieai 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.F.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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...  is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM. 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1967-1968. 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs. 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series. 


AMERICAN  CANCER  SOCIETY 


Classified 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571  9 FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

“Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Electroencephalographer  seeking  full  or  part- 
time  position.  Extensive  clinical  and  laboratory 
background.  Interested  in  establishing  a new 
service.  Reply:  Box  67-2,  ARIZONA  MEDICINE, 
4601  N.  Scottsdale  Road,  Scottsdale,  Arizona 
85251. 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


University  trained,  Board-eligible  internist,  sin- 
gle, age  31,  now  completing  two  years  gastro- 
enterology in  Boston.  Wants  to  join  clinic  or 
group  in  Southwest,  July  1967.  Medical  School 
affiliation  and  teaching  opportunity  desirable. 
No  military  obligations.  Write:  J.  C.  May,  M.D., 
Mallory  Institute  of  Pathology,  Boston  City  Hos- 
pital, Boston,  Massachusetts  021  18. 
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Suites  available  in  well  established  medical  build- 
ing for  General  Practitioners,  Internists,  Derma- 
tologists, Allergists  and  Pediatricians.  Most  desir- 
able location  in  rapidly  expanding  Scottsdale.  If 
desired,  can  offer  part-time  associations  with  well 
established  doctors.  For  additional  information 
write:  Box  64-11,  ARIZONA  MEDICINE,  4601 
North  Scottsdale  Road,  Scottsdale,  Arizona  85251. 


24-HOUR  AMBULANCE  SERVICE 


MOTOR  AIMO  AIR 

A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 

AL  2-341  1 


MEDICINE  IN  TERRITORIAL 
ARIZONA 

by 

Frances  E.  Quebbeman 

Limited  Number  of  Autographed 
Copies  Now  Available 

$7.50 


Arizona  Medical  Association 
4601  N.  Scottsdale  Road,  Suite  201 
Scottsdale,  Arizona  85251 


EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS 

• BRONCHIECTASIS 


: y 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbital,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDER.-\L  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspoonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217  (MuiWnl 

Manufacturers  of  ethical  pharmaceuticals  since  1856  “ 
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JUNE  1967 
Vol.  24,  No.  6 


FEATURES: 

HEMODIALYSIS  FOR  CHRONIC  UREMIA  IN  ARIZONA  - 


PAST,  PRESENT  AND  FUTURE  531 

Kenneth  E.  Johnson,  M.D. 

Daniel  J.  Potter,  M.D. 

RUBINSTEIN-TAYBI  SYNDROME  536 

Clarence  R.  Laing,  M.D. 

William  H.  Harper,  M.D. 

CORONARY  ARTERY  DISEASE  541 

Harry  Newman,  M.D. 


U.C. 


MEDICAL  CENTER  LIBRARY 


Each  Pulvule®  contains  65  mg.  propoxyphene  hydrochloride, 
227  mg.  aspirin,  162  mg.  phenacetin,  and 


32.4  mg.  caffeine. 


Additional  Information  avaiiabie 
to  fhe  medical  profession  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  4620(3 
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whatever  their  color, 
shape,  or  size... 


Benadryl* 

(diphenhydramine  hydrochloride) 

PARKE-DAVIS 


for  control  of 
allergic  symptoms 


Whether  the  allergen  is  greenish  or  garish,  unseen  or 
unknown,  your  patient  can  get  symptomatic  relief  with 
BENADRYL— the  potent  antihistamine  with  antispas* 
modic  action.  INDICATIONS:  Anlihistaminic,  anti- 
spasmodic,  antitussive,  and  antiemetic  therapy. 
PRECAUTIONS:  Persons  who  have  become  drowsy 
on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen 
response  while  using  this  product.  Hypnotics,  sed- 
atives, or  tranquilizers  if  used  with  diphenhydramine 
hydrochloride  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine 

The  pink  capsule  with  the  white  band  is  a trademark 
of  Parke,  Davis  & Company. 


has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  diphenhydramine  hydro- 
chloride. ADVERSE  REAOTIONS:  Side  effects  are 
generally  mild  and  may  affect  the  nervous,  gastro- 
intestinal, and  cardiovascular  systems.  Drowsiness, 
dizziness,  dryness  of  the  mouth,  nausea,  nervousness, 
palpitation,  blurring  of  vision,  vertigo,  headache, 
muscular  aching,  thickening  of  bronchial  secretions, 
restlessness,  and  insomnia  have  been  reported. 
Allergic  reactions  may  occur. 

BENADRYL  is  available  in  Kapseals®  of  50  mg.  and 
Capsules  of  25  mg.  ooec? 

i. ' 


■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


LACTINEX  contains  both  Lactobacillus  acid- 
ophilus and  L.  hulgaricus  in  a standardized  viable 
culture,  with  the  naturally  occurring  metabolic 
products  produced  by  these  organisms. 


References: 

(1)  Siver,  R.  H.; 
CMD,  21:109, 
September  1954.  (2) 
Frykman,  H.  H.:  Minn. 
Med.,  35:19-27, 
January  1955.  (3) 
McGivney,  J.:  Tex. 
State  Jour.  Med., 

51 : 16-18,  January 
1955.  (4)  Quehl, 

T.  M.:  Jour,  of  Florida 
Acad.  Gen.  Prac., 
15:15-16,  October 
1965.  (5)  Weekes, 

D.  J.:  N.Y.  State  Jour. 
Rfed.,  55:2672-2675, 
August  1958.  (6) 
Weekes,  D.  J.:  PENT 
Digest,  25:47-59, 
December  1963.  (7) 
Abbott,  P.  L.:  Jour. 
Oral  Surg.,  Anes.,  & 
Hosp.  Dental  Serv., 
310-312,  July  1961. 

(8)  Rapoport,  L.  and 
Levine,  W.  I.:  Oral 
Surg.,  Oral  Med.  & 

Oral  Path.,  20:591-593, 
November  1965. 


First  introduced  to  help  restore  the  flora  of 
the  intestinal  tract  in  infants  and  adults, 
LACTINEX  has  also  been  shown  to  be  useful  in  the 
treatment  of  fever  blisters  and  canker  sores  of 
herpetic  origin.^’  ® 

No  untoward  side  effects  have  been  reported  to 
date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT 
& DUNNING,  INC. 


BALTIMORE,  MARYLAND  21201 


1 LX04 ) 


WHY  DOES  SHE  DO  YOUR  BLUE  SHIELD  CLAIMS  FIRST? 


First  of  all,  because  they're  simpler  and  take  less  time  than  most  of  the  others.  What's 
more,  Blue  Shield  pays  off  twice  monthly— usually  before  your  patient-billing  date.  If  you 
think  we  may  be  going  out  of  our  way  to  make  things  easy  for  you  and  your  office,  you're 
right!  Because,  without  the  help  of  the  medical  profession  we  could  not  exist!  And  your 


patients  couldn't  receive  so  many  important  health  benefits  so  economically. 


YOU  CAN'T  BEAT  'EM... SO  JOIN  'EM 

Blue  CROSS 

BLUE  Shield 
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In  managing  tense,  anxious  patients 
here's  one  combination  that  makes  sense: 


your  understanding  counsel 

and  Serax® 

(oxazepam)  Wyeth 


When  prescribing,  carefully  observe 
dosage  recommendations  and 
appropriate  precautions,  especially 
as  pertaining  to  the  elderly  (see 
Wyeth  literature  or  PDR  as  well  as 
"IN  BRIEF”  below). 

IN  BRIEF. 

Contraindications:  History  of  previous 

hypersensitivity  to  oxazepam.  Oxazepam  is 
not  indicated  in  psychoses. 

Precautions:  Hypotensive  reactions  are 
rare,  but  use  with  caution  where  complica- 
tions could  ensue  from  a fall  in  blOod 
pressure,  especially  in  the  elderly.  With- 
drawal symptoms  upon  discontinuation 
have  been  noted  in  some  patients  exhibiting 
drug  dependence  through  chronic  over-' 
dose.  Carefully  supervise  dose  and  amounts 
prescribed,  especially  for  patients  prone  to 
overdose;  excessive,  prolonged  use  in 
susceptible  patients  (alcoholics,  ex-addicts, 
etc.)  may  result  in  dependence  or  habitua- 
tion. Reduce  dosage  gradually  after  pro- 
longed excessive  dosage  to  avoid  possible 
epileptiform  seizures.  Withdrawal  symp- 
toms following  abrupt  discontinuance  are 
similar  to  those  seen  with  barbiturates. 
Caution  patients  against  driving  or  oper- 
ating machinery  until  absence  of  drowsiness 
or  dizziness  is  ascertained.  Warn  patients 
of  possible  reduction  in  alcohol  tolerance. 
Safety  for  use  in  pregnancy  has  not 
been  established. 

Not  indicated  in  children  under  6 years; 
absolute  dosage  for  6-  to  12-year-olds, 
not  established. 

Side  Effects:  Therapy-interrupting  side 
effects  are  rare.  Transient  mild  drowsiness 
is  common  initially;  if  persistent,  reduce 
dosage.  Dizziness,  vertigo  and  headache 
have  also  occurred  infrequently;  syncope, 
rarely.  Mild  paradoxical  reactions  (excite- 
ment, stimulation  of  affect)  are  reported 
in  psychiatric  patients.  Minor  diffuse  rashes 
(morbilliform,  urticarial  and  maculopapular) 
are  rare.  Nausea,  lethargy,  edema,  slurred 
speech,  tremor  and  altered  libido  are  rare 
and  generally  controllable  by  dosage 
reduction.  Although  rare,  leucopenia  and 
hepatic  dysfunction  including  jaundice 
have  been  reported  during  therapy.  Periodic 
blood  counts  and  liver  function  tests  are 
advised.  Ataxia,  reported  rarely,  does  not 
appear  related  to  dose  or  age. 

These  side  reactions,  noted  with  related 
compounds,  are  not  yet  reported:  para- 
doxical excitation  with  severe  rage  reac- 
tions, hallucinations,  menstrual  irregular- 
ities, change  in  EEG  pattern,  blood 
dyscrasias  (including  agranulocytosis),  blur- 
red vision,  diplopia,  incontinence,  stupor, 
disorientation,  fever  and  euphoria. 

Availability:  Capsules  of  10,  15  and  30 
mg.  oxazepam 

Photograph  posed  by  professional  models. 


To  help  you  relieve  anxiety  and  tension 

Serax*©^ 

(oxazepam) 

Wyeth  Laboratories  Philadelphia,  Pa. 


''When  I couldn't  even  smell  corned  heef  and  cabbage, 
I decided  it  was  time  for  you,  Doc.” 
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Maybe  he  doesn't  know  when  he's  well  off.  But 
you  might  want  to  prescribe  long-acting  Nova- 
histine  LP  anyway. 

Two  tablets  in  the  morning  and  two  in  the  evening 
will  usually  provide  day  and  night  relief  by  helping 
to  clear  congested  air  passages  for  normal,  free 
breathing.  Novahistine  LP  is  formulated  to  provide 
continuous  therapeutic  effect  for  8 to  12  hours. 
The  decongestant  ingredients  help  restore  normal 
mucus  secretion  and  ciliary  activity  — physiologic 
defenses  against  infection  of  the  respiratory  tract. 
Use  cautiously  in  individuals  with  severe  hyper- 
tension, diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that 
drowsiness  may  result.  Each  Novahistine  LP  tablet 
contains  phenylephrine  hydrochloride,  25  mg.,  and 
chlorpheniramine  maleate,  4 mg. 


NOVAHISTINriP 


PITMAN-MOORE  Division  of  The  Dow  Chemical  Company,  Indianapolis 
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COLOR  IT  RED 


In  these  days  of  rumor  and  revolt  from  one  of 
the  world’s  oldest  civilizations,  it  seems  appro- 
priate to  take  a passing  glance  at  a scientific  re- 
port emanating  from  a people  who  had  counted 
in  their  population  a philosopher  of  the  stature 
of  Confucius. 

Several  months  ago,  a current  1966  edition 
of  the  CHINESE  MEDICAL  JOURNAL,  the  of- 
ficial publication  of  The  Chinese  Medical  Asso- 
ciation, crossed  our  desk. 

This  journal  was  physically  acceptable,  but 
between  the  covers  much  was  revealed.  It  con- 
tained 61  pages,  36  of  these  pages  being  devoted 
to  the  philosophy  of  Mao  Tse-tung,  accompanied 
by  a full  J5age  picture  of  this  leader  on  its  sec- 
ond page.  The  Journal  contains  no  advertise- 
ments, no  editorials,  and  no  reprints  of  medical, 
scientific,  or  organizational  meetings  whatso- 
ever. 

On  Page  571  of  this  issue  of  ARIZONA  MEDI- 
CINE is  reproduced  an  article  on  surgery  auth- 
ored by  the  Department  of  General  Surgery  of 
the  Affiliated  Hospital  of  Tsingtao  Medical  Col- 
lege, Tsingtao,  China. 

Your  attention  is  specifically  directed  to  the 
“References”  following  this  article. 

The  cover  of  the  magazine  is  reproduced  on 
the  opposite  page.  The  title  and  the  publishing 
agent  are  bright  red  in  color. 

The  text  may  be  the  color  of  your  owm  choice. 

Roland  F.  Schoen,  M.D. 

Editor 
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/ • EMPHYSEMA 

• ASTHMA 

• CHRONIC  BRONCHITIS  ^ 

• BRONCHIECTASIS 


Each  tablet  contains: 

Potassium  Iodide 195  mg. 

Aminophylline 130  mg. 

Phenobarbltal,  Caution:  May  be  habit  forming.  . . 21  mg. 

Ephedrine  HCl 16  mg. 

FEDERAL  LAW  PROHIBITS 
DISPENSING  WITHOUT  PRESCRIPTION 


Precautions:  Usual  for  aminophylline-ephedrine- 

phenobarbital.  Iodides  may  cause  nausea,  long  use 
may  cause  goiter.  Discontinue  if  symptoms  of 
iodism  develop. 

Iodide  contraindications:  tuberculosis,  pregnancy. 

DOSAGE 

One  tablet,  with  full  glass  of 
water,  3 or  4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

MUDRANE  GG — Formula,  dosage  and  package  identi- 
cal to  Mudrane — except — 100  mg.  glyceryl  guaiacolate 
replaces  the  potassium  iodide.  The  value  of  Mudrane 
cannot  be  enjoyed  by  a small  group  in  which  K.I.  is 
contraindicated.  Mudrane  GG  is  prepared  for  this  group. 

MUDRANE  GG  ELIXIR — Four  5 cc  teaspioonfuls  is 
equivalent  to  one  Mudrane  GG  tablet.  Dosage  adjusted 
to  age  and  weight  of  child.  Mudrane  GG  Elixir  is  for 
pediatric  patients  and  those  who  think  they  cannot  swal- 
low tablets.  Dispensed  in  pint  and  half  gallon  bottles. 

WM.  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  sitKe  1856 


Tandearil* 

oxyphenbutazone 


Therapeutk:  Effects:  Jar\6ear'\i  is  a nonhormonal  compound 
which  may  rapidly  resolve  inflammation  and  help  restore 
normal  joint  function.  Its  action  does  not  affect  pituitary- 
adrenal  function  or  impair  immune  responses.  Its  value 
in  osteoarthritis  is  especially  noteworthy  because  this 
disorder  responds  inconsistently  to  steroids  and  is 
often  resistant  to  saltcytates.  Further,  indomethacfn  is 
limited  only  to  osteoarthritis  of  the  hip,  whereas  oxyphen-  ‘ 
butazone  is  effective  in  all  forms  of  the  disease. 

Contraindications:  Edema;  danger  of  cardiac  decompen- 
sation; history  or  symptoms  of  peptic  ulcer;  renal, hepatic 
or  cardiac  damage;  history  of  drug  allergy;  history  of  blood 
dyscrasia.  The  drug  should  not  be  given  when  the  patient 
is  senile  or  when  other  potent  drugs  are  given  concurrently. 

Warning:  If  coumarin-type  anticoagulants  are  given  simul- 
taneously, watch  for  excessive  increase  in  prothrombin 
time.  Pyrazole  compounds  may  potentiate  the  pharmaco- 
logic action  of  sulfonylurea,  sulfonamide-type  agents  and 
insulin.  Carefully  observe  patients  receiving  such  therapy. 
Use  with  great  caution  in  the  first  trimester  of  pregnancy. 

Precautions:  Obtain  a detailed  history  and  a complete 
physical  and  laboratory  examination,  including  a blood 
count.  The  patient  should  be  closely  supervised  and  should 
be  warned  to  report  immediately  fever,  sore  throat,  or 
mouth  lesions  (symptoms  of  blood  dysorasia);  sudden 
weight  gain  (water  retention);  skin  reactions;  blaok  or  tarry 
stools  or  other  evidence  of  intestinal  hemorrhage.  Make 
regular  blood  counts.  Discontinue  the  drug  and  institute 
countermeasures  if  the  white  count  changes  significantly, 
granulocytes  decrease,  or  immature  forms  appear.  Use 
greater  care  in  the  elderly  and  in  hypertensives. 

Adverse  Reactions:  The  most  common  are  nausea,  edema 
and  drug  rash.  The  drug  has  been  associated  with  peptic 
ulcer  and  may  reactivate  a latent  peptic  ulcer.  Infre- 
quently, agranulocytosis,  or  a generalized  allergic  reaction 
may  occur  and  require  withdrawal  of  medication.  Stoma- 
titis, salivary  gland  enlargement,  vomiting,  vertigo  and 
languor  may  occur.  Leukemia  and  leukemoid  reactions 
have  been  reported  but  cannot  definitely  be  attributed  to 
the  drug.  Thrombocytopenic  purpura  and  aplastic  anemia 
may  occur.  Confusional  states,  agitation,  headache, 
blurred  vision,  optic  neuritis  and  transient  hearing  loss 
have  been  reported,  as  have  hyperglycemia,  hepatitis, 
jaundice,  and  several  cases  of  anuria  and  hematuria.  With  ^ 
long-term  use,  reversible  thyroid  hyperplasia  may  occur 
infrequently.  Moderate  lowering  of  the  red  cell  count 
due  to  hemodilution  may  occur. 

Dosage  in  Osteoarthritis:  The  initial  daily  dosage  in  adults 
is  300-600  mg.  in  divided  daily  doses.  When  improvement 
occurs,  dosage  should  be  decreased  to  the  minimum 
effective  level;  this  should  not  exceed  400  mg.  daily,  and 
is  often  achieved  with  only  100-200  mg.  daily. 

For  complete  details,  please  refer  to  full  prescribing 
information.  6562-VI(B)R 

Availability:  Tablets  of  100  mg. 


Geigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation 

Ardsley,  New  York 
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Geigy  Tandearir  helps  osteoarthritic 

oxyphenbutazone  jojnts  fTiove  again 


Please  see  ad- 
joining page  for 
brief  prescribing 
summary. 


TA-4919  PC 


Sperling,  I L. : 3 Years'  Experience 
with  Oxyphenbutazone  in  the 
Treatment  of  Rheumatic  Disorders, 
Applied  Therapeutics  6:117,  1964. 
Watts,  T.W.,  Jr. : Treatment  of  Rheu- 
matoid Disorders  with  Oxyphenbu- 
tazone, Clin.  Med.  73:65,  1966. 


3 out  of  4 osteoarthritics  com- 
pletely  or  markedly  improved 


76.9%  of  407  patients 
84.6%  of  39  patients 
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ArMA  REPORTS 


The  following  are  resolutions  which  were 
introduced  in  the  House  of  Delegates  at  the 
recent  76th  Annual  Meeting  of  the  Associa- 
tion. Notation  appears  at  the  end  of  each 
resolution  regarding  final  disposition. 

Nos.  1 and  5 
Date  1/29/67  and 
3/13/67 

RESOLUTION 

Introduced  by  Board  of  Directors,  the  Arizona  Medical 
Association,  Inc.,  and  The  Maricopa  County  Dele- 
gation. 

Subject:  Opposition  to  Compulsory  Use  of  Generic 
Names  of  Drugs. 

WHEREAS,  compulsory  generic  prescribing  legislation 
was  introduced  in  the  89th  Congress  and  is  ex- 
pected to  be  reintroduced  in  the  current  Congress; 
and 

WHEREAS,  such  legislation  would  compel  physicians  to 
prescribe  drugs  by  generic  name  for  patients  under 
Medicare  or  other  Federally  financed  health  pro- 
grams and  require  phanuacists  to  dispense  so-called 
generic  drugs  regardless  of  whether  a specific  brand 
or  product  of  a particular  manufacturer  was  speci- 
fied; and 

WHEREAS,  because  of  the  many  variables  that  enter 
into  the  preparation  of  drug  products,  it  is  virtually 
impossible  for  two  companies  to  produce  drugs  of 
identical  quality;  and 

WHEREAS,  tire  standard  of  current  medical  practice  is 
such  that  economy  of  generic  prescribing  can  and 
is  used  by  physicians  when  there  is  absolute  cer- 
tainty of  manufacturers’  quality  control;  and 
WHEREAS,  the  prescription  of  any  and  all  drugs  must 
remain  under  the  complete  control  of  the  physician 
in  order  to  provide  the  patient  with  the  safest,  most 
effective,  and  economical  medication  and  not  be 
legislated  as  to  limit  freedom  of  choice;  therefore 
be  it 

RESOLVED,  that  the  physicians  of  the  State  of  Arizona 
go  on  record  as  opposing  compulsory  generic  pre- 
scribing as  not  in  the  best  interests  of  good  patient 
care;  and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  make 
this  opposition  known  to  our  Senators  and  Repre- 
sentatives in  Washington  and  solicit  their  assistance 
in  defeating  any  proposed  legislation  requiring 
generic  prescribing;  and  be  it  further 
RESOLVED,  that  programs  be  developed  on  both  coun- 
ty and  state  levels  to  actively  inform  the  public 
of  the  problems  and  dangers  inherent  in  such 
legislation. 

ADOPTED,  AS  SUBSTITUTE  RESOLUTION 
APRIL  29,  1967. 


No.  2 

3/1/67 

RESOLUTION 

Introduced  by  Dermont  W.  Melick,  M.D.,  for  tire  Board 
of  Directors  in  behalf  of  the  Section  on  Medical 
Education  of  the  Professional  Committee. 

Subject:  Organization  of  Chapter  of  tire  Student  Amer- 
ican Medical  Association  at  the  University  of 


Arizona  College  of  Mechcine. 

WHEREAS,  the  College  of  Medicine  at  the  University 
of  Arizona  plans  to  admit  its  first  students  in  Sep- 
tember of  1967;  and 

WHEREAS,  the  Student  American  Medical  Association 
is  well  recognized  as  an  important  adjunct  to  the 
education  of  medical  students  in  all  of  tire  medical 
schools  in  the  United  States;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association  im- 
portune the  Dean  of  the  College  of  Medicine  of 
the  University  of  Arizona  to  encourage  the  forma- 
tion of  a chapter  of  the  Student  American  Medical 
Association  on  that  campus  at  the  earliest  opportune 
time. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 


No.  3 

Date  3/1/67 

RESOLUTION 

Intioduced  by  Dermont  W.  Melick,  M.D.,  for  the  Board 
of  Directors  in  behalf  of  the  Section  on  Medical 
Education  of  the  Professional  Committee. 

Subject:  Millis  Report  by  the  Citizens  Commission  on 
Graduate  Medical  Education  — Graduate  Internship 
and  Residency  Training. 

WHEREAS,  the  American  Medical  Association  has  re- 
quested that  each  state  medical  association  study 
and  send  forward  directives  or  opinions  on  the  Millis 
Report;  and 

WHEREAS,  there  are  now  underway  rather  detailed 
studies  on  this  whole  question  by  the  American 
Association  of  Medical  Colleges  as  well  as  the 
Council  on  Medical  Education  of  the  American 
Medical  Association;  and 

WHEREAS,  the  Medical  Education  Subcommittee  of 
the  Professional  Committee  of  the  Arizona  Medical 
Association  has  reviewed  the  subject  in  depth  and 
at  great  length;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association  go 
on  record  at  this  time  as  approving  the  Millis 
Report  in  spirit  but  does  not  feel  that  a resolution 
condemning  it  or  giving  unqualified  support  is  in 
order  at  this  time. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 


No.  4 

Date  3/13/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Change  Blue  Shield  Benefits  from  Seiwice 
Benefits  at  Various  Income  Levels  to  Usual  and 
Customary  Fees  for  Professional  Services. 

WHEREAS,  tlie  primary  inception  of  Blue  Shield  was  to 
provide  medical  and  surgical  seiwice  benefits  to 
low  income  groups;  and 

WHEREAS,  these  low  income  groups  will  be  covered 
with  usual  and  customary  fees  under  Title  XIX  of 
the  Medicare  law  in  the  near  future;  and 

WHEREAS,  the  Medicare  law  now  accepts  the  concept 
of  usual  and  customaiy  fees  for  professional  scr\  ices 
rendered  to  people  over  age  65  regardless  of  their 
income  level;  and 
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WHEREAS,  present  Blue  Shield  plans  operate  accord- 
ing to  the  concept  that  fees  for  physicians  services 
are  regulated  by  income  levels;  and 
WHEREAS,  tlie  Federal  Government  has  discouraged 
the  use  of  income  level  of  patient  as  a determinant 
of  professional  fees;  therefore  be  it 
RESOLVED,  that  the  administration  of  Blue  Shield  sell 
only  usual  and  customary  fee  policies  henceforth 
and  let  all  past  income  level  series  service  policies 
be  discontinued  as  their  contracts  expire. 

ARRH.  26,  1967  RESOLUTION  INTRODUCED  IN 
CORPORATE  BODY  OF  ARIZONA  BLUE 
SHIELD  WHERE  IT  SHOULD  HAVE  BEEN 
ASSIGNED  INITIALLY.  WITHDRAWN. 


Nos.  6 and  7 
Date  3/13/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Usual,  Customary  and  Reasonable  Fees  — 
Arizona  Industrial  Commission. 

WHEREAS,  physicians  of  the  Arizona  Medical  Asso- 
ciation have,  in  accordance  with  voluntary  agree- 
ments, or  in  accordance  with  law,  provided  medical 
care  to  individuals  and  groups  of  individuals  which 
has  been  paid  for  by  fees  other  than  tlie  phy- 
sicians’ usual,  customary  and  reasonable  fees;  and 

WHEREAS,  these  individuals  and  groups  of  individuals 
include,  but  are  not  limited  to,  subscribers  of 
Arizona  Blue  Shield,  welfare  patients  whose  care 
is  partially  or  completely  provided  for  by  the 
United  States  Government  or  by  the  State  of  Arizona 
or  one  of  its  pohtical  subdivisions,  such  as  patients 
whose  care  is  provided  for  by  the  Arizona  Industrial 
Commission  law;  and 

WHEREAS,  the  continued  acceptance,  by  physicians,  of 
fees  otlier  than  their  usual,  customary  and  reason- 
able fees  would  establish  a precedent  which  phy- 
sicians of  the  Arizona  Medical  Association  might 
be  expected  to  accept  in  the  future  in  programs 
such  as  the  Title  XIX  Program  and  any  other  pro- 
grams that  may  evolve;  and 

WHEREAS,  physicians  of  tlie  Arizona  Medical  Asso- 
ciation recognize  that  the  usual,  customary  and 
reasonable  fee  concept  must  be  preserved  where  it 
now  exists,  and  promptly  implemented  where  it  is 
now  nonexistent,  in  order  to  continue  to  insure  the 
best  possible  quality  of  medical  care;  and 

WHEREAS,  the  usual,  customary,  and  reasonable  fee 
concept  has  been  recognized  and  accepted  by  the 
Social  Security  Administration  of  the  United  States 
Government  in  the  implementation  of  the  Title 
XVIII  Program  as  the  logical  and  realistic  solution 
to  the  problem  of  fees;  and 

WHEREAS,  the  usual,  customary  and  reasonable  fee 
concept,  properly  employed,  may  discourage  the 
interference  of  third  parties  in  the  patient-physician 
relationship;  and 

WHEREAS,  the  AMA’s  Committee  on  Federal  and 
Medical  Services  stated:  “.  . . the  Committee  be- 
lieves it  wise  to  estabhsh  the  principle  that  the 
usual  and  customary  fee  should  be  paid  physicians 
treating  patients  when  financial  responsibility  for 
their  care  is  assumed  by  a Government  agency”; 


therefore  be  it 

RESOLVED,  that  all  physicians  of  the  Arizona  Medical 
Association  endorse  and  employ  the  individual 
usual,  customary  and  reasonable  fee  concept  in 
establishing  charges  for  all  persons  or  groups  of 
persons,  regardless  of  the  somrce  or  sources  of 
funds,  be  they  Federal,  State,  County,  City,  other 
political  subdivision,  or  be  they  charitable,  or  pri- 
vate or  personal;  and  be  it  further 
RESOLVED,  that  the  usual,  customary  and  reasonable 
fee  concept  be  primarily  employed  by  the  Arizona 
Medical  Association  Board  of  Directors  or  any  of 
its  officers  or  committees  or  agents  when  entering 
into  any  agreement  or  contract  with  any  person  or 
persons,  groups,  organizations,  the  Federal  Govern- 
ment, the  Arizona  State  Government,  or  any  of  its 
political  subdivisions,  except  where  any  agreement 
or  contract  is  expressly  prohibited  by  law;  and  be 
it  further 

RESOLVED,  that  every  effort  be  made  by  the  Board 
of  Directors  of  the  Arizona  Medical  Association  and 
its  committees  and  individual  members  to  cause  the 
Arizona  Industrial  Commission  to  seek  an  opinion 
from  tlie  Attorney  General  of  Arizona  regarding 
recognition  of  each  physician’s  usual,  customary  and 
reasonable  fee  as  a part  of  tliat  physician’s  individ- 
ual schedule  of  fees;  and  be  it  further 
RESOLVED,  that,  if  the  individual  usual,  customary  and 
reasonable  fee  concept  cannot,  because  of  law, 
be  recognized  and  employed  by  the  Arizona  Indus- 
trial Commission  for  payment  of  physicians’  fees, 
the  Arizona  Medical  Association  House  of  Delegates 
directs  that  every  effort  shall  be  made  to  urge  a 
change  in  the  Law  that  will  permit  employment  of 
the  usual,  customary  and  reasonable  fee  concept 
by  the  Industrial  Commission  of  Arizona. 

ADOPTED,  AS  SUBSTITUTE  RESOLUTION, 
APRIL  29,  1967. 


No.  8 

Date  3/13/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Usual  and  Customary  Fees  — Arizona  Blue 
Shield. 

WHEREAS,  physicians  of  the  Arizona  Medical  Associa- 
tion have,  in  accordance  with  voluntary  agreements, 
or  in  accordance  with  law,  provided  medical  care 
to  individuals  and  groups  of  individuals  which  has 
been  paid  for  by  fees  lower  than  the  physicians’ 
usual  and  customary  fees;  and 

WHEREAS,  these  individuals  and  groups  of  individuals 
include,  but  are  not  limited  to,  subscribers  of 
Arizona  Blue  Shield;  and 

WHEREAS,  tliis  nation  is  on  the  threshold  of  a new 
era  of  new  concepts  in  ultimately  providing  total 
medical  care  for  all  needy  citizens  of  the  United 
States  of  America;  and 

WHEREAS,  this  concept  of  providing  total  medical  care 
is  envisioned  by  some  as  ultimately  extending  to  all 
citizens  of  the  United  States  regardless  of  their 
abihty  to  provide  for  their  own  medical  care;  and 
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WHEREAS,  the  continued  acceptance,  by  physicians, 
of  fees  lower  than  the  usual  and  customary  fees 
will  establish  a precedent  on  which  basis  physicians 
of  the  Arizona  Medical  Association  might  be  ex- 
pected to  accept  substandard  fee  schedules  in  the 
future  in  programs  such  as  the  Title  XIX  Program, 
and  any  other  programs  that  may  evolve;  and 
WHEREAS,  physicians  of  the  Arizona  Medical  Asso- 
ciation recognize  that  the  usual  and  customary  fee 
concept  must  apply  to  all  persons  and  all  groups 
of  persons  receiving  medical  services;  and 
WHEREAS,  physicians  of  the  Arizona  Medical  Asso- 
ciation recognize  that  the  usual  and  customary  fee 
concept  must  be  preserved  where  it  now  exists,  and 
promptly  implemented  where  it  is  now  nonexistent, 
in  order  to  continue  to  insure  the  best  possible  qual- 
ity of  medical  care;  and 

WHEREAS,  tlie  usual  and  customary  fee  concept  has 
been  recognized  and  accepted  by  the  Social  Secur- 
ity Administration  of  the  United  States  Government 
in  the  implementation  of  the  Title  XVIII  Program 
as  the  logical  and  realistic  solution  to  the  problem 
of  fees;  and 

WHEREAS,  the  AMA’s  Committee  on  Federal  Medical 
Services  (JAMA,  25  October  1965  — Vol.  194,  No.  4 
— page  414)  stated:  . . the  Committee  believes 

it  wise  to  establish  the  principle  that  the  usual  and 
customary  fee  should  be  paid  physicians  treating 
patients  when  financial  responsibility  for  their  care 
is  assumed  by  a Government  agency”;  and 
WHEREAS,  while  incidents  of  abuse  of  the  usual  and 
customary  fee  concept  are  not  apt  to  occur,  those 
that  do  oecur  can  be  promptly  and  judiciously  dealt 
with  by  the  various  county  grievance  and/or  insur- 
ance review  committees;  and 
WHEREAS,  it  is  anticipated  that  all  enlightened  phy- 
sicians of  the  Arizona  Medical  Association  will 
soon  refuse  to  aceept,  from  any  soiurce,  fees  other 
than  their  own  usual  and  customary  fees;  therefore 
be  it 

RESOLVED,  that  all  physicians  of  the  Arizona  Medical 
Association  endorse  and  employ  the  usual  and  cus- 
tomary fee  coneept  in  establishing  eharges  for  all 
persons  or  groups  of  persons,  regardless  of  the 
source  or  sourees  of  funds,  be  they  Federal,  State, 
County,  City,  other  political  subdivisions,  or  be 
they  charitable,  or  private  and  personal;  and  be  it 
further 

RESOLVED,  that  the  usual  and  customary  fee  concept 
be  exclusively  employed  by  tire  Arizona  Blue  Shield 
Board  of  Directors  or  any  of  its  officers  or  commit- 
tees or  agents  when  contemplating  or  entering  into 
any  agreement  with  any  person  or  persons,  acting 
for  themselves  or  as  representatives  of  other  per- 
sons, groups,  organizations,  the  Federal  Govern- 
ment, the  Arizona  State  Government,  or  any  of 
its  political  subdivisions;  and  be  it  further 
RESOLVED,  that  the  Arizona  Blue  Shield  Board  of 
Directors,  and  its  officers,  committees,  and  agents 
are  strictly  forbidden  to  enter  into  any  contracts 
or  agreements  for  medical  services  other  than  on 
the  basis  of  individual  usual  and  customary  fees; 
and  be  it  further 


RESOLVED,  that  all  of  the  provisions  of  this  Resolution 
shall  be  effective  on  the  date  of  its  adoption  except 
that  current  contracts  and  agreements  shall  be 
continued  until  they  expire  or  are  properly  and 
legally  terminated. 

APRIL  26,  1967  RESOLUTION  INTRODUCED  IN 
CORPORATE  BODY  OF  ARIZONA  BLUE 
SHIELD  WHERE  IT  SHOULD  HAVE  BEEN 
ASSIGNED  INITIALLY.  WITHDRAWN. 


No.  9 

Date  3/13/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Surgical  Care,  Sick,  Newborn  and  Premature 
Coverage  from  Birth  on  Blue  Cross/Blue  Shield 
Plans. 

WHEREAS,  90  days’  wait  is  an  undue  hardship  on 
parents  with  the  above;  and 

WHEREAS,  49  of  75  Blue  plans  have  all,  or  at  least 
part,  of  the  above  resolution;  and 

WHEREAS,  our  goals  are  complete  coverage  with  the 
usual  and  customary  fees;  and 

WHEREAS,  the  premium  of  many  of  the  plans  covering 
the  resolution  are  similar  or  less  in  cost;  therefore 
be  it 

RESOLVED,  that  coverage  from  birth  for  surgical  care, 
sick,  newborn  and  premature  infants  be  provided 
as  a regular  part  of  the  plan,  with  no  additional 
premium. 

APRIL  26,  1967  RESOLUTION  INTRODUCED  IN 
CORPORATE  BODY  OF  ARIZONA  BLUE 
SHIELD  WHERE  IT  SHOULD  HAVE  BEEN 
ASSIGNED  INITIALLY.  WITHDRAWN. 


No.  11 

Date  3/15/67 

RESOLUTION 

Introduced  by  Arthur  V.  Dudley,  Jr.,  M.D.,  on  behalf  of 
The  Arizona  Academy  of  General  Practice. 

Subject:  Free  Choice  of  Physician  — Maternal  and  Child 
Health  Care  Programs. 

WHEREAS,  it  has  come  to  tlie  attention  of  the  General 
Practitioners  of  Yuma  County  and  the  Arizona  Acad- 
emy of  General  Practice  that  the  Yuma  County 
Health  Department  is  limiting  maternal  and  child 
healtli  care  in  Yuma  County  to  board  certified  or 
board  qualified  obstetrieians  and  pediatricians;  and 

WHEREAS,  this  restricts  the  free  choice  of  qualified 
physieian  by  the  indigent  or  welfare  patient;  and 

WHEREAS,  many  highly  qualified  General  Practitioners 
in  Yuma  County  are  arbitrarily  restrieted  from  par- 
ticipating in  this  program;  and 

WHEREAS,  the  American  Medical  Association,  tire 
Arizona  Medical  Association  and  the  American 
Academy  of  General  Practiee  have  repeatedly  ex- 
pressed their  opposition  to  any  medical  care  pro- 
gram restricting  tlie  free  ehoice  of  physician;  there- 
fore be  it 

RESOLVED,  that  the  Arizona  Medieal  Association  go 
on  record  opposing  any  tax-supported  health  care 
program  that  arbitrarily  differentiates  tlie  profes- 
sional ability  of  the  physicians  of  Arizona  to  care 
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for  welfare  or  indigent  patients,  within  their  sphere 
of  practice;  and  be  it  further 
RESOLVED,  that  copies  of  this  Resolution  be  sent  to 
the  Governor  of  Arizona,  the  Arizona  State  Depart- 
ment of  Health,  each  County  Health  Department, 
the  Department  of  Health,  Education  and  Welfare 
and  the  Arizona  Congressional  Delegation. 
ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 


No.  12 

Date  3/15/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Usual  and  Customary  Fees— Arizona  Blue  Shield. 

WHEREAS,  many  members  of  the  American  Medical 
Association  feel  that  Public  Law  89-97  does  not 
specifically  require  tlie  signing  of  forms  “certifica- 
tion of  medical  necessity”  for  hospitalization  of 
medicare  patients;  and 

WHEREAS,  there  exists  considerable  objection  among 
most  physicians  to  the  signing  of  these  forms  con- 
sidering it  an  unnecessary  time-wasting  policy 
serving  no  useful  purpose,  feeling  that  standard 
admission  notes  more  than  suffice;  and 

WHEREAS,  ethical  physicians  have  lost  their  hospital 
privileges  for  refusing  to  sign  these  forms  which 
represent  a deviation  from  the  usual  hospital  prac- 
tice in  the  case  of  non-medicare  patients;  and 

WHEREAS,  the  American  Medical  Association  has  re- 
jected resolutions  in  this  regard  introduced  by 
Michigan,  Indiana,  New  Mexico,  and  Virginia,  and 
recommended  instead  an  attempt  to  repeal  portion 
of  P.  L.  89-97;  therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association  re- 
quests that  the  American  Medical  Association  recon- 
siders its  action  and  recommends  that  its  members 
attempt  to  change  hospital  policy,  where  these 
forms  are  required,  by  united  action;  and  be  it 
further 

RESOLVED,  that  the  Arizona  Medical  Association  re- 
quests tliat  intermediaries  and  hospitals  accept  the 
liistorically  customary  method  of  hospitalization  for 
medicare  patients,  or  devise  a more  acceptable 
method;  and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  rec- 
ommends to  the  hospitals  and  intermediaries  that 
if  they  continue  to  require  certain  forms  for  medi- 
care patients  that  these  forms  be  made  standard  for 
all  patients  in  the  hospital;  and  be  it  further 

RESOLVED,  that  the  Arizona  Delegation  to  the  Amer- 
ican Medical  Association  be  instructed  to  introduce 
a like  resolution  into  the  House  of  Delegates  at  its 
June  1967  meeting. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 


No.  13 

Date  3/22/67 

RESOLUTION 

Introduced  by  Dennont  W.  Melick,  M.D.,  in  behalf  of 
the  ARMA  Liaison  Committee  with  the  Arizona 
Hospital  Association. 

Subject:  Physician  Members  on  Boards  of  Directors  of 
Hospitals. 

WHEREAS,  recent  legislative  and  rapidly  changing 


social  and  economic  factors  no  longer  permit  phy- 
sicians to  remain  aloof  from  the  active  supervision 
and  responsibility  of  hospital  affairs;  and 
WHEREAS,  major  decisions  regarding  patient  care  are 
often  made  without  adequate  consultation  with  the 
medical  staff  in  some  hospitals;  and 
WHEREAS,  a voting  interest  in  hospital  affairs  is 
essential  to  full  expression  of  the  physician’s  obliga- 
tions and  responsibilities;  and 
WHEREAS,  the  training,  experience  and  interests  of  a 
physician  are  eminent  qualifications  for  membership 
on  the  governing  board  of  a hospital;  and 
WHEREAS,  the  American  Medical  Association  did,  in 
1966,  duly  pass  resolutions  recommending  that 
doctors  be  included  as  active  voting  members  of 
all  boards  of  directors  of  all  hospitals  in  the  United 
States  and  urge  all  state  and  county  medical  socie- 
ties to  seek  cooperation  of  their  respective  hospital 
associations  to  implement  this  pohcy;  therefore 
be  it 

RESOLVED,  that  the  Arizona  Medical  Association  re- 
quest that  the  chief  or  president  of  the  Medical 
staff  of  each  Arizona  hospital  bring  this  policy 
to  the  attention  of  the  appropriate  governing  board; 
and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  urge 
the  governing  boards  of  Arizona  hospitals  to  admit 
one  or  more  staff  physicians  to  voting  membership 
on  the  governing  board  of  his  hospital,  these  phy- 
sician members  to  be  elected  by  the  active  medical 
staff,  and  that  tenure  be  established  for  the  phy- 
sician member  of  not  more  than  three  years;  and  be 
it  further 

RESOLVED,  that  the  Arizona  Medical  Association  rec- 
ommends continuation  of  tire  pursuit  of  the  imple- 
mentation of  this  concept  by  committee  activity 
as  hereunto  activated  dming  the  recent  past. 

ADOPTED,  AS  SUBSTITUTE  RESOLUTION, 
APRIL  29,  1967. 


No.  14 

Date  3/31/67 

RESOLUTION 

Introduced  by  Arthur  V.  Dudley,  Jr.,  M.D.,  Vice  Presi- 
dent 

Subject:  Nursing  Education 

WHEREAS,  as  medical  utilization  increases,  there  is  an 
obvious  decrease  in  the  number  of  nurses;  and 
WHEREAS,  it  is  becoming  increasingly  evident  that  li- 
censed practical  nurses  and  aides  are  taking  over 
many  of  the  duties  of  the  registered  nurse;  and 
WHEREAS,  numerous  hospitals  throughout  the  coimtr>" 
have  closed  their  schools  of  nursing  because  of  the 
high  cost  of  training  and  the  very  vocal  opposition 
of  the  American  Nursing  Association;  and 
WHEREAS,  the  American  Nursing  Association  has  made 
a considered  effort  to  encourage  all  young  women  to 
enter  collegiate  programs  of  nursing;  and 
WHEREAS,  the  number  of  registered  nurses  graduated 
by  collegiate  programs  will  be  entirely  insufficient 
to  meet  the  needs  of  an  expanding  population; 
therefore  be  it 

RESOLVED,  that  this  Association  go  on  record  as  en- 
couraging both  types  of  nursing  education;  and  be 
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it  further 

RESOLVED,  that  the  advancement  and  remuneration  of 
a given  registered  nurse  be  predicated  on  her  ability 
as  a registered  nurse  rather  than  on  her  degree  as 
either  a diploma  school  graduate  or  collegiate 
graduate;  and  be  it  further 

RESOLVED,  that  this  Association  send  a copy  of  this 
resolution  to  the  American  Medical  Association,  the 
American  Nursing  Association,  the  Arizona  State 
Nursing  Association,  all  schools  of  nursing  within  the 
State  of  Arizona,  and  to  all  hospital  boards  of  trus- 
tees of  the  Arizona  hospitals. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 

No.  15 

Date  4/6/67 

RESOLUTION 

Introduced  by  Coconino  County  Medical  Society. 

Subject:  Third  Party  Payment  for  Medicare  Indigent  Pa- 
tients under  Part  B. 

WHEREAS,  the  law  provides  that  Medicare  and  Medic- 
aid fees  be  paid  directly  to  the  responsible  physi- 
cians; and 

WHEREAS,  within  the  past  fortnight,  the  Social  Secur- 
ity Administration  has,  by  administrative  ruling,  so 
construed  Public  Law  89-97,  Title  XVHI,  Part  B, 
Section  1832,  to  authorize  intermediaries  to  reim- 
burse a third  party  for  services  rendered  by  a physi- 
cian; and 

WHEREAS,  the  Arizona  Medical  Association  has  stead- 
fastly opposed  the  introduction  of  a tliird  party  into 
the  relationship  between  patient  and  physician;  and 

WHEREAS,  the  American  Medical  Association  House 
of  Delegates  at  the  Clinical  Convention  in  1966 
adopted  as  one  of  the  eight  points  in  the  revised 
policy  statement  regarding  payment  for  professional 
medical  services  the  concept  diat,  “Fees  for  profes- 
sional medical  services  are  properly  paid  only  to 
the  responsible  physicians  and  may  not  be  appro- 
priated by  any  other  person  or  agency”;  therefore 
be  it 

RESOLVED,  that  the  Arizona  Medical  Association  go 
on  record  as  opposing  the  above  interpretation  of 
the  law;  and  be  it  further 

RESOLVED,  that  tire  Arizona  Medical  Association  does 
hereby  support  direct  payment  to  patient  or  physi- 
cian for  medical  services  covered  by  Public  Law 
89-97  as  the  original  intent  of  the  law;  and  be  it 
further. 

RESOLVED,  that  our  Delegates  to  the  American  Medi- 
cal Association  be  instructed  to  submit  a similar 
resolution  at  the  ne.xt  meeting  of  the  American 
Mechcal  Association  House  of  Delegates. 
ADOPTED,  AS  SUBSTITUTE  RESOLUTION, 
APRIL  29,  1967 

No  16 

Date  4/13/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Changing  Blue  Shield  Enabling  Act  to  Allow 
payment  of  Benefits  to  the  Patients  for  Professional 
Services  Rendered  by  Non-Participating  Physicians. 

WHEREAS,  the  present  Blue  Shield  Enabling  Act  allows 
payment  for  professional  medical  services  to  none 


other  than  participating  physicians;  and 
WHEREAS,  this  in  effect  forces  each  physician  to  be  a 
participating  physician  in  order  that  the  patient  will 
not  be  deprived  of  benefits  for  which  he  is  paying 
a premium;  and 

WHEREAS,  Arizona  is  one  of  the  few  states  in  the  na- 
tion which  requires  all  M.D.  physicians  to  be  a par- 
ticipant in  Blue  Shield;  and 
WHEREAS,  for  low  income  groups,  physicians  partici- 
pating in  Blue  Shield  must  agree  to  accept  as  full 
payment  those  fees  listed  as  service  benefits;  and 
WHEREAS,  many  physicians  feel  that  acceptance  of  fees 
from  a third  party  which  are  less  than  usual  and  cus- 
tomar>'  as  payment  in  full,  is  undesirable  since  the 
advent  of  Medicare;  therefore  be  it 
RESOLVED,  that  the  Blue  Shield  administrative  officers 
and  the  Board  of  Directors  solicit  aid  and  make  a 
forceful  plea  to  have  the  Enabling  Act  changed  in 
this  State’s  Legislature  to  allow  payment  of  medi- 
cal and  surgical  benefits  to  the  patient  if  rendered 
by  a physician  not  participating  in  Blue  Shield. 
APRIL  26,  1967  RESOLUTION  INTRODUCED  IN 
CORPORATE  BODY  OF  BLUE  SHIELD  WHERE 
IT  SHOULD  HAVE  BEEN  ASSIGNED  INITIAL- 
LY. WITHDRAWN. 


No.  17 

Date  4/14/67 

RESOLUTION 

Introduced  by  Richard  O.  Flynn,  M.D.,  Central  District 
Director. 

Subject:  Hospital  Districts  — Board  of  Directors  — Mem- 
bership. 

WHEREAS,  the  House  of  Delegates  of  The  Arizona 
Medical  Association,  Inc.  in  annual  meeting  April 
30,  1966,  adopted,  as  amended.  Resolution  No.  15, 
voting  to  importune  and  request  the  responsible 
hospital  officials  to  provide  adequate  representation 
by  physicians,  such  as  the  chief  of  staff  and/or  phys- 
icians duly  elected  by  the  medical  staff,  on  the 
board  of  directors  of  each  hospital;  and 
WHEREAS,  its  Delegates  to  the  American  Medical  As- 
sociation did  introduce  a similar  resolution  num- 
bered 14  in  the  House  of  Delegates  of  that  body  in 
meeting  held  in  Chicago  in  June  of  1966,  which 
House  endorsed  the  intent  of  the  rsolution,  and 
adopted  the  policy  that  hospital  governing  boards 
be  urged  to  include  physicians  in  their  membership, 
further  urging  state  and  local  medical  societies  to 
seek  the  cooperation  of  their  respective  hospital 
associations  to  implement  this  policy;  and 
WHEREAS,  in  the  instance  of  ho.spital  districts.  Title  36, 
Chapter  10,  Arizona  Revised  Statutes,  Article  2,  Sec- 
tion 36-1238,  precludes  tlie  appointment  of  a prac- 
ticing physician  in  the  composite  of  a board  of 
directors  of  a hospital  district;  therefore  be  it 
RESOLVED,  that  the  Board  of  Directors  of  this  Asso- 
ciation through  its  Legislative  Committee  be  di- 
rected to  take  whatever  action  appears  appropriate 
to  cause  to  be  amended.  Section  36-1238  of  Title 
36,  Chapter  10,  Arizona  Revised  Statutes,  to  the 
end  that  doctors  of  medicine  be  eligible  to  serve  on 
such  district  hospital  boards  of  directors. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 
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No.  18 

Date  4/19/67 

RESOLUTION 

Introduced  by  R.  T.  McDonald,  M.D.,  Delegate. 

Subject:  Driver  Pre-Consent  for  Rlood  Alcohol  Testing. 

WHEREAS,  the  consumptioir  of  alcohol  is  a factor  in 
approximately  50%  of  fatal  automobile  accidents; 
and 

WHEREAS,  fatalities  due  to  automobile  accidents  are 
steadily  increasing  despite  all  improvements  in  the 
techniques  of  automobile  and  highway  construc- 
tion; and 

WHEREAS,  the  enforcement  of  traffic  laws  is  greatly 
hampered  by  the  difficrdty  of  obtaining  evidence 
as  to  the  consumptioir  of  alcohol;  and 

WHEREAS,  law  enforcement  agencies  for  all  practical 
purposes  are  denied  usage  of  blood  alcohol  testing; 
therefore  be  it 

RESOLVED,  that,  if  it  be  not  contrary  to  law,  appro- 
priate action  be  taken  to  insure  that  each  driver, 
upon  receiving  a license  to  drive,  agrees  to  submit 
to  the  withdrawal  of  blood  for  blood  alcohol  test- 
ing upon  the  request  of  a law  enforcement  officer 
and,  failing  to  do  so,  tlrat  his  driver’s  license  auto- 
matically be  revoked;  and  be  it  further 

RESOLVED,  that  copies  of  this  resolution  be  sent  to 
the  appropriate  public  officials  and  agencies  in  the 
State  of  Arizona;  and  be  it  further. 

RESOLVED,  that  our  Delegates  to  the  American  Medi- 
cal Association  House  of  Delegates  be  instructed  to 
introduce  a resolution  into  the  House  of  Delegates 
requesting  that  the  AMA  promote  similar  action  on 
a national  level. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 

No.  19 

Date  4/20/67 

RESOLUTION 

Introduced  by  Arthur  V.  Dudley,  Jr.,  M.D.,  Vice-Presi- 
dent. 

Subject:  Medical  School  Scholarship  Program  Continua- 
tion. 

WHEREAS,  by  action  of  the  House  of  Delegates  in  An- 
nual Meeting  held  May  1,  1964,  Resolution  No.  14 
was  adopted  recommending  and  providing  for  a 
scholarship  of  $500.00  to  worthy  medical  school 
applicants;  and 

WHEREAS,  this  grant  of  $500.00  is  derived  from  inter- 
est on  general  funds  on  deposit;  and 

WHEREAS,  there  have  been  fifteen  (15)  scholarships 
granted  in  the  name  of  the  Arizona  Medical  Asso- 
ciation at  no  cost,  except  administrative  e.xpense; 
and 

WHEREAS,  these  grants  have  been  a worthwhile  pub- 
lic relations  venture  of  this  Association;  therefore 
be  it 

RESOLVED,  that  this  House  of  Delegates  reaffirm  its 
action  taken  in  1964;  and  be  it  further 

RESOLVED,  that  the  Benevolent  and  Loan  Fund  Com- 
mittee be  instructed  to  use  these  funds  for  no  other 
pmqrose  than  the  issuance  of  medical  student  schol- 
arships. 

NOT  ADOPTED,  APRIL  29,  1967. 

ON  MOTION  TO  REFER  - REFERRED  TO  THE 
ARTICLES  OF  INCORPORATION  AND  BYLAWS 


COMMITTEE  FOR  A CHANGE  IN  THE  BY- 
LAWS SO  THAT  THE  INTENT  OF  THIS  RESO- 
LUTION CAN  BE  LEGALLY  CARRIED  OUT,  TO 
BE  BROUGHT  TO  THIS  BODY  AT  THE  NEXT 
ANNUAL  MEETING. 


No.  20  and  21 

Date  4/24/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Medicare  and  Title  XIX  Fees. 

WPIEREAS,  with  the  advent  of  Medicare  and  Medicaid 
legislation,  physicians  are  now  being  paid  fees  for 
iratient  care  and  other  services  (such  as  serving 
on  Utilization  Committees)  which  they  had  former- 
ly donated  for  token  or  no  pay;  and 

WHEREAS,  the  AMA  House  of  Delegates  at  the  Clini- 
cal Convention  of  1966  adopted  the  concept  that, 
“Fees  for  professional  medical  services  are  properly 
paid  only  to  the  responsible  physicians  and  may 
not  be  appropriated  by  any  other  person  or  agency”; 
and 

WHEREAS,  no  provision  has  been  made  in  Medicare 
and  Medicaid  legislation  for  preserving  the  medical 
profession’s  deeply-ingrained  tradition  for  charity; 
and 

WHEREAS,  since  the  days  of  Hippocrates,  the  medical 
profession  has  cherished  the  ideals  of  charity,  teach- 
ing, and  continuing  education  for  all  of  its  mem- 
bers; therefore  be  it. 

RESOLVED,  that  the  members  of  the  Arizona  Medical 
Association  look  with  favor  on  the  establishment  by 
its  members  of  non-profit  foundations,  to  which 
voluntary  contributions  of  fees  from  Medicare,  Title 
XIX,  and  other  government  financed  medical  pro- 
grams can  be  made,  and  the  objectives  of  which 
would  be  to  establish  and  preserve  citadels  of  char- 
ity and  continuing  education;  and  be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  forwarded 
to  the  chief  of  staff  and  the  board  of  trustees  of 
each  hospital  in  Arizona,  to  the  Arizona  Hospital 
Association  and  to  the  American  Medical  Associa- 
tion; and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  may 
provide  counsel  to  those  of  its  members  requesting 
help  in  the  establishment  of  such  non-profit  founda- 
tions. 

ADOPTED,  AS  SUBSTITUTE  RESOLUTION, 
APRIL  29,  1967. 


No.  22 

Date  4/24/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Professional  Corporations  and  Associations. 

WHEREAS,  there  has  been  a great  body  of  law  built 
up  to  support  the  treatment  of  professional  corpora- 
tions and  professional  associations  as  corporations 
(Morrisey  vs  Commissioner  1935,  Felton  vs  Com- 
missioner 1936,  United  States  vs  Kintner  1954,  et 
al);  and 

WHEREAS,  the  Internal  Revenue  Serx'ice  and  Treasury' 
has  seen  fit  to  disregard  and  on  occasion,  reverse 
these  court  decisions  without  the  legahty  of  legis- 
lation; and 
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^^'HEREAS,  it  is  discriminatory  to  tax  professional  cor- 
porations in  any  manner  other  than  that  established 
by  law,  or  treat  them  in  any  manner  differently 
when  such  corporations  conform  to  their  state  laws 
and  fulfill  the  requirements  of  limited  liability, 
unlimited  life,  centralized  management  and  j^rofit 
motive  as  outlined  in  the  law;  and 
W’lIEREAS,  there  has  been  introduced  in  the  United 
States  Senate  a bill  No.  S.  1399  to  amend  Section 
7701  of  the  Internal  Revenue  Code  of  1954,  and 
clarify  the  tax  status  of  certain  professional  associa- 
tions and  coiporations  (Smathers  and  Holland); 
therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the  Arizona 
Medical  Association  make  its  supj)ort  of  this  bill 
known  to  our  Senators  and  Representatives  in  Wash- 
ington, and  to  the  Senate  Finance  Committee,  and 
solicit  in  every  way  their  support  of  its  passage. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 


No.  23 

Date  4/24/67 

RESOLUTION 

Introduced  by  The  Maricopa  County  Delegation. 

Subject:  Open  Staff  Policy  in  Arizona  Hospitals. 

WHEREAS,  continued  high  standards  of  medical  prac- 
tice and  concern  for  the  welfare  of  our  patients 
continue  to  be  uppermost  in  the  minds  of  Arizona 
physicians;  and 

M^HEREAS,  the  free  choice  of  a physician  by  the  patient 
contributes  materially  to  the  welfare  of  the  jpatient; 
and 

WHEREAS,  the  right  of  the  patient  to  choose  his  own 
physician  may  require  the  use  of  more  than  one 
hospital  on  the  part  of  the  physicians;  and 

WHEREAS,  continued  excellence  and  growth  of  teach- 
ing programs  in  community  hospitals  require  par- 
ticipation of  all  interested  members  of  the  medical 
community;  and 

WHEREAS,  many  doctors  have  contributed  financially 
to  the  support  of  all  hospitals  within  the  community; 
and 

WHEREAS,  cordial  and  effective  relationships  among 
doctors  are  enlianced  by  the  “open  staff”  concept; 
therefore  be  it 

RESOLVED,  that  the  Arizona  Medical  Association  here- 
by records  its  opposition  to  any  action  by  any  com- 
munity hospital,  or  grou]D  of  hospitals,  which  would, 
by  action  or  implication,  interfere  with  the  jn'esent 
successful  “open  staff”  policy  in  effect  in  the  com- 
munity hospitals  of  Arizona;  and  be  it  further 

RESOLVED,  that  the  Arizona  Medical  Association  be 
on  record  as  wilhng  to  lend  its  continued  support 
and  encouragement  to  the  programs  of  community 
hospitals  practicing  the  “open  staff”  policy;  and  be 
it  further 

RESOLVED,  that  copies  of  this  resolution  be  sent  to 
the  Boards  of  Trustees  of  all  community  hospitals 
in  the  State  and  to  the  Arizona  Ho.spital  Association. 
ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 


No.  24 

Date  4/26/67 

RESOLUTION 

Introduced  by  Arthur  V.  Dudley,  Jr.,  M.D.,  Vice- 
President. 

Subject:  Sale  of  Medical  Supplies  to  Red  China. 

WHEREAS,  the  State  Department  has  recently  author- 
ized American  pharmaceutical  manufacturers  to  sell 
drugs  to  Red  China;  and 

WHEREAS,  since  1948  the  United  States  Government 
and  Red  China  have  had  no  diplomatic  relationships; 
and 

WHEREAS,  Red  China  is  openly  supplying  arms  and 
supplies  to  North  Vietnam  forces;  and 

WHEREAS,  we  realize  the  Chinese  people  are  in  dire 
need  of  all  medications  but  we  do  not  believe  in 
dealing  with  the  enemy;  therefore  be  it 

RESOLVED,  that  this  Association  go  on  record  opposing 
the  sale  of  medical  supplies  to  Red  China;  and  be 
it  further 

RESOLVED,  that  our  Delegates  to  the  American  Med- 
ical Association  be  instructed  to  submit  a similar 
resolution  at  the  uijcoming  AM  A Convention. 

WITHDRAWN  APRIL  29,  1967. 


No.  10  of  1966 
Date  4/20/66 

RESOLUTION 

Introduced  by  Yuma  County  Medical  Society. 

Subject:  Proposing  Arizona  Blue  Shield  as  the  Fiscal 
Intermediary  for  Medicare  (Public  Law  89-97,  Title 
XVIII,  Part  B,  Enacted  by  the  89th  Congress  July 
30,  1965). 

WHEREAS,  it  is  recognized  that  the  fiscal  intermediary 
for  Medicare  for  Arizona  has  already  been  selected 
by  the  U.  S.  Department  of  Health,  Education  and 
Welfare  for  the  forthcoming  fiscal  year;  and 
WHEREAS,  it  is  furtlier  recognized  that  while  the 
U.  S.  Department  of  Health,  Education  and  Wel- 
fare has  the  sole  power  finally  to  select  the  fiscal 
intermediary  for  this  and  future  years,  but  is 
further  recognized  that  that  Department  will  pay 
heed  to  the  wishes  of  tlie  majority  of  physicians  and 
surgeons  in  Arizona  making  that  selection;  and 
WHEREAS,  Blue  Shield  was  organized  originally 
through  the  instigation  and  with  the  support  of  the 
physicians  and  surgeons  in  this  State;  and 
WHEREAS,  the  majority  of  the  Board  of  Directors  of 
Blue  Shield  is  composed  of  irhysicians  and  surgeons 
in  this  State  who  are  members  of  this  Association; 
and 

WHEREAS,  it  is  the  opinion  of  this  Association  tliat 
Arizona  Blue  Shield  Medical  Service  is  not  only 
ably  administered,  well  equipped  and  financially 
stalile,  but  further  that  it  is  tlie  best  qualified 
organization  to  be  the  fiscal  intenuediary  as  demon- 
strated by  Blue  Cross  peiioiTnance  of  Part  A under 
the  same  administration;  therefore  be  it 
RESOLVED,  that  this,  the  Hou.se  of  Delegates  of  The 
Arizona  Medical  Association,  Inc.,  in  its  regular 
Session  assembled  in  Scottsdale,  Arizona,  this  29lh 
day  of  April  1967,  recommends  to  tlic  United  States 
Department  of  Health,  Education  and  Wcltarc  that, 
as  soon  as  may  be  appropriate,  Arizona  Blue  Shield 
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Medical  Service  be  designated  as  the  fiscal  inter- 
mediary for  Medicare  for  the  State  of  Arizona  un- 
der Title  XVIII,  Part  B,  of  Public  Law  89-97;  and 
be  it  further 

RESOLVED,  that  a copy  of  this  resolution  be  delivered 
to  the  appropriate  official  or  officials  of  the  United 
States  Department  of  Health,  Education  and  Wel- 
fare, as  evidence  of  the  wish  and  recommendation 
of  this  Association. 

ADOPTED,  AS  AMENDED,  APRIL  29,  1967. 
TABLED,  APRIL  30,  1966,  TO  BE  REMOVED 
THEREFROM  AT  THE  NEXT  ANNUAL  MEET- 
ING OF  THE  HOUSE  OF  DELEGATES. 

APRIL  26,  1967,  REMOVED  FROM  TABLE  - 
REFERRED  TO  REFERENGE  COMMITTEE  ON 
RESOLUTIONS. 


No.  10 

Date  3/13/67 

RESOLUTION 

Introduced  by  Board  of  Directors,  The  Arizona  Medical 


Association,  Inc. 


Subject:  1968  Calendar  Year  Budget  of  Income  and 

Expenditures. 

WHEREAS,  it  is  customary  for  the  House  of  Delegates 

to  approve  the  Budget  of  Income  and  Expenditures 

for  the  next  succeeding  calendar  year  of  The 

Arizona  Medical  Association, 

Inc.;  therefore  be  it 

RESOLVED,  that  the  following  Budget  of  Income  and 

Expenditures  for  the  calendar  year  1968,  be  adopted 

as  follows: 

INCOME: 

400 

GENERAL  FUND 

$142,925.00 

401 

Association  Dues— Active  Members  $135,000.00 

401a 

Association  Dues— Service  Members 

1,400.00 

402 

Sale  of  Supplies 

500.00 

403 

AMA  Commissions 

600.00 

404 

Interest  — Savings  Accounts 

.5,400.00 

405 

Miscellaneous 

25.00 

420 

PUBLISHING  COMMITTEE 

$ 40,700.00 

421 

Advertising 

30,000.00 

422 

Subscription,  Non-member 

340.00 

423 

Reprints  and  Engravings 

3,600.00 

424 

Other 

10.00 

425 

Subscriptions,  Members 

6,750.00 

430 

ANNUAL  MEETING 

$ 18,2.50.00 

431 

Exhibitors 

8,000.00 

432 

Registration  Fees 

8,000.00 

433 

Dinner  Dance 

-0- 

434 

Other 

300.00 

435 

Donations 

1„500.00 

436 

Specialty  Society  Speaker  Fees 

450.00 

440 

BENEVOLENT  AND  LOAN  FUND  $ 2,.500.00 

442 

Interest  on  Principal  — Trust  #4714  300.00 

443 

Interest  on  Loans  — Trust  #3068 

2,000.00 

444 

Other 

200.00 

445 

Gontributions 

-0- 

450 

TERRITORIAL  MEDIGINE 

$ -0- 

451 

Miscellaneous 

-0- 

TOTAL  ANTICIP.ATED  1968  INGOME  $204,375.00 

EXPENDITURES: 

500 

GENERAL  FUND 

501 

Salaries 

$ 64,000.00 

502 

Payroll  Taxes 

2,000.00 

503 

Meeting  Expenses 

4,000.00 

504 

Travel 

5,000.00 

505 

Rent 

6,864.00 

506 

Telephone  and  Telegrairh 

2,000.00 

507 

Mimeographing  and  Printing 

2,000.00 

509 

Supplies 

5,000.00 

511 

Dues  and  Gontributions 

2,000.00 

512 

Legal 

10,000.00 

513 

Insurance 

6,000.00 

514 

Equipment  Maintenance 

800.00 

516 

Postage 

3,600.00 

517 

Miscellaneous 

100.00 

518 

Blue  Gross/ Blue  Shield 

2,000.00 

520 

Gontractual  Services 

300.00 

521 

Audit 

1,000.00 

522 

General  Overhead  Recovery 

(3,800.00) 

.524 

Furniture  and  Fixtures 

.500.00 

528 

Refunds  — AMA  Gommissions 

600.00 

600 

Depreciation  Expense 

1,200.00 

TOTAL  GENERAL  FUND  EXPENDITURES 

$11.5,164.00 

GOMMITTEES 

500a 

Annual  Meeting 

18,2.50.00 

500b 

Articles  of  Incorporation 

50.00 

.500c 

Benevolent  and  Loan  Fund 

Meeting  Expenses 

100.00 

Scholarship  Grants 

5,000.00 

.500d 

Board  of  Directors 

1,200.00 

500e 

Central  Office  Advisory 

2.5.00 

.500f 

Executive 

25.00 

500h 

Grievance 

2.5.00 

500i 

History  and  Obituaries 

25.00 

500j 

Industrial  Relations 

25.00 

500k 

Legislative 

600.00 

5001 

Medical  Economics 

400.00 

500p  Professional 

5,000.00 

500r 

Public  Relations 

10,000.00 

500s 

Publishing 

40,700.00 

500t 

Scientific  Assembly 

200.00 

500u  Woman’s  Auxiliary 

1,000.00 

.500v 

Resolution  No.  6 

100.00 

500w  Procurement  and  Assignment 

100.00 

500x 

Territorial  Medicine  Publication 

-0- 

500y 

Federal  Services 

5,000.00 

TOTAL  COMMITTEE  EXPENDITURES 

$ 87,825.00 

TOTAL  EXPENDITURES  ANTIGIPATED 

FOR  1968 

$202,989.00 

ANTIGIPATED  GONTINGENGY  FUND 

P 1,386.00; 

and  be  it  further 


RESOLVED,  that  the  Annual  Dues  of  The  Arizona 
Medical  Association,  Inc.,  be  continued  at  $100.00 
for  active  members;  and  $5.00  for  subscription  to 
Arizona  Medicine  Journal;  totaling  $105.00. 

ADOPTED,  APRIL  29,  1967 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Arizona  Medicine 


infection 


B and  C vitamins  are  therapy:  STRESSCAPS  B and  C vitamins  in  thera- 
peutic amounts . . . help  the  body  mobilize  defenses  during  convalescence . . . aid 
response  to  primary  therapy.  The  patient  with  a severe  infection,  and  many 
others  undergoing  physiologic  stress,  may  benefit  from  STRESSCAPS  capsules. 


Each  capsule  contains: 

Vitamin  B)  (as  Thiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  mg 

Vitamin  Bj  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi?  Crystalline  4 mcgm 

Vitamin  C (Ascorbic  Acid)  300  mg 

Niacinamide  100  mg 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder" 
jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


626-6-3612 


INFLAMMATION: 

A cellular 


A SYNTEX  REPORT  based  on  recently 
developed  hypotheses  about  topical  cor- 
ticosteroids, including  the  cellular 
theories  of  inflammation  by  Thomas  F 
Dougherty,  Ph.D.,  University  of  Utah. 

\ 

j You  are  looking  at  a fibroblast  fight- 
I ing  for  life.  This  cell  — one  of  the 
most  common  found  in  connective 
tissue  — has  literally  been  poisoned 
by  cytotoxins  released  from  other 
cells  that  have  ruptured.  Soon,  if  the 
abnormal  activity  of  this  fibroblast 
does  not  cease,  it,  too,  will  rupture 
and  die  — one  more  casualty  in  the  in- 
flammatory wave  of  destruction  pre- 
cipitated by  injury. 

Until  a short  time  ago  no  one  had 
ever  witnessed  such  a scene  at  the 
cellular  level.  Now,  through  ad- 
vanced cinemicrographic  techniques, 
it  is  possible  to  view  and  photograph 
the  inflammatory  process  as  pro- 
duced experimentally  in  living  ani- 
mal tissue.  This  method  permits  new 
insight  into  the  mechanism  of  inflam- 
mation and  the  role  of  corticoster- 
oids in  therapeutic  management. 
Equally  important,  these  techniques 
shed  new  light  on  factors  that  may 
make  one  corticosteroid  more  effec- 
tive than  another  — factors  that  can 
be  correlated  with  other  chemical, 
biologic,  and  clinical  parameters. 


T 


V 


Visual  evidence  of  how 
corticosteroids  influence 
the  inflammatory  reaction 

Working  with  phase-contrast  cine- 
micrography  on  living  animal  tissue. 
Doctors  Thomas  E Dougherty  and 
David  Berliner  of  the  University  of 
Utah  College  of  Medicine  have  actu- 
ally filmed  cellular  events  that  occur 
during  the  inflammatory  reaction. 
This  remarkable  study*  and  addi- 
tional work  by  these  investigators,  as 
well  as  by  others,  have  established  a 
new  theoretical  biologic  basis  for  the 
antiinflammatory  effect  of  the  corti- 
costeroids. (It  must  be  noted  that 
other  theories,  such  as  the  lysosome 
or  so-called  “suicide  bag”  theory, 
have  been  postulated,  although  it  is 
quite  likely  that  there  are  more 
similarities  than  differences  among 
the  various  theoretical  models.) 

The  inflammatory  wave 
of  destruction 

In  this  investigation  an  injurious  in- 
jection of  gelatin  is  used  to  set  off  an 
inflammatory  reaction  in  living 
mouse  tissue.  What  follows  is  a wave 
of  destructive  cellular  activity  that 
comprises  the  inflammatory  re- 
sponse to  injury.  Mast  cells  (which 
contain  heparin,  serotonin  and  hista- 
mine) take  up  water,  swell  and  rup- 
ture, releasing  their  contents,  which 
are  toxic  outside  the  mast  cell  wall. 
These  toxins,  in  turn,  cause  disinte- 
gration of  other  cells  (such  as  fibro- 
blasts) and  the  release  of  additional 
toxic  material.  Capillaries,  too,  take 
up  water  and  leak  unformed  blood 
elements,  causing  edema.  And  poly- 
morphonuclears,  lymphocytes  and 
perithelial  cells  invade  the  inflamed 
site.  As  a result  of  all  these  changes, 
the  cellular  environment  reaches  a 
state  of  turmoil. 


Phase-contrast  microscopy  showing 
mast  cell  before  injury. 


Mast  cell  (after  injury)  has  broken  up 
and  released  cytotoxins. 


How  corticosteroids 
change  the  picture 

Corticosteroids  appear  to  virtually 
stop  the  abnormal  cellular  activity 
that  constitutes  the  inflammatory  re- 
action. This  permits  the  body’s  na- 
tural resources  to  clear  up  the 
inflamed  area  and  repair  the  dam- 
aged tissue.  This  interpretation  is 
supported  by  the  fact  that  when  the 
injurious  gelatin  solution  is  injected 
simultaneously  with  a corticosteroid 
— Synalar  (fluocinolone  acetonide)  — 
the  inflammatory  pattern  simply 
does  not  develop. 


Mast  cells  showing  effects  of  cortico- 
steroid action:  cells  are  normal  in  size, 
shape  and  activity. 


In  summarizing  his  study  Doctor 
Dougherty  states:  “...we  also  feel 
this  work  may  explain  why  one  corti- 
costeroid helps  a patient  more  rap- 
idly and  effectively  than  another.  If 
it  does,  it  is  because  one  corticoster- 
oid is  the  fastest,  most  effective  in- 
hibitor of  the  series  of  inflammatory 
events  at  the  tissue  level.” 


*A  New  View  of  Corticosteroid  Action  in  In- 
flammatory Dermatoses,  a film  based  on  this 
study,  is  now  available  from  your  Synfex 
representative. 


See  last  page  for  contraindications,  precautions,  side  effects  and  dosage. 


How  advances  in 
chemical  design 
have  achieved 
greater 

steroid  potency 

The  chemical  modification  of  corti- 
costeroid molecules  from  the  advent 
of  hydrocortisone  to  the  develop- 
ment of  Synalar  (fluocinolone  ace- 
tonide)  is  a prime  example  of  how 
biochemists  can  “design”  to  increase 
therapeutic  activity  and  minimize 
undesirable  side  actions.  Below,  for 
example,  we  see  the  important 
changes  that  were  made  in  reference 
to  the  hydrocortisone  molecule  to 
produce  fluocinolone  acetonide,  one 
of  the  most  active  of  all  topical  corti- 
costeroids. As  a result,  a 0.01%  prep- 
aration of  Synalar  (fluocinolone 
acetonide)  has  been  reported  to  do 
the  work  of  a 1%  hydrocortisone 
product  containing  100  times  more 
cortiscosteroid.  And  it  can  often  do 
it  more  effectively. 

CHjOH  . 


Hydrocortisone 


CHaOH 

to 


Fluocinolone  Acetonide 


(Synalar) 

□ a double  bond  between 
carbonyl  and  2 

□ fluorine  substitutions 
at  both  the  6-a, 

and  the  9-a  positions 

□ the  addition  of  the 
acetonide  at  the  16-a, 
17-a  positions, 

thus  providing 
one  of  the  most  potent 
topical  corticosteroids 
available. 


How  bioassay  tests  arc 
used  to  “predict” 
therapeutic  potential 

Biologic  assays  are  another  tool  used 
by  researchers  to  help  establish  the 
relative  activity  of  corticosteroids. 
To  date  no  single  method  of  assaying 
corticosteroid  activity  has  emerged 
as  the  ideal  “yardstick”  for  predict- 
ing therapeutic  potential.  Taken  to- 
gether, however,  these  methods  have 
proved  useful.  When  such  tests  are 
run  on  various  corticosteroids,  a defi- 
nite order  of  corticosteroid  activity 
becomes  evident.  Compounds  with 
the  highest  order  of  activity  may  be 
expected  to  merit  clinical  trial  to  es- 
tablish their  high  therapeutic  poten- 
tial. When  assayed  by  these  methods, 
fluocinolone  acetonide  (Synalar) 
emerges  as  one  of  the  most  active 
topical  corticosteroids,  milligram  for 
milligram,  available  for  clinical  ap- 
plication today. 
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The  Thymus  Involution  Assay^'" 
is  run  on  adrenalectomized  rats.  The 
sizes  of  the  glands  are  measured,  and 
the  degree  of  involution  caused  by 
the  steroid  is  determined  as  an  indi- 
cation of  its  potency.  In  the  above 
photo,  the  comparative  involution  of 
thymus  glands  achieved  with  hydro- 
cortisone and  Synalar  (fluocinolone 
acetonide)  is  shown.  Untreated  con- 
trols (A)  show  normal  size.  Group  B 

— injected  with  1,  2 and  4 mg.  of  hy- 
drocortisone—show  progressively 
smaller  thymuses  as  does  Group  C — 
injected  with  fluocinolone  acetonide 

— but  with  only  1/ 500th  the  dose  of 
hyd  rocor  tisone. 


ABC 


The  Antigranuloma  Assay^’^  also 
utilizes  adrenalectomized  rats.  Gran- 
ulomas are  induced  by  subcutaneous 
implantation  of  cotton  pellets  on 
either  side  of  the  thorax.  The  degree 
of  granuloma  inhibition  achieved  by 
a steroid  reflects  its  potency.  The 
above  photo  shows  the  inhibition  of 
granuloma  formation  achieved 
with  hydrocortisone  and  Synalar 
(fluocinolone  acetonide).  Untreated 
controls  (A)  show  large,  red  granu- 
lomas adhering  to  the  pellets.  Group 
B,  receiving  hydrocortisone  and 
Group  C,  receiving  fluocinolone  ace- 
tonide, show  little,  if  any,  granuloma 
formation.  Fluocinolone  acetonide 
produced  the  same  effect  as  hydro- 
cortisone with  only  1/ 500th  the  dose. 
This  assay,  as  well  as  the  th3rmus 
involution  assay,  measures  systemic 
rather  than  topical  corticosteroid  ac- 
tivity. Nevertheless,  results  by  these 
methods  correlate  well  with  other  as- 
says and  with  the  milligram  poten- 
cies of  topical  steroids  in  current 
clinical  use. 


Worldwide 
clinical 
experience 
conrirmsthe 
predictable 
therapeutic 
potential  of 
Synalar 

It  is  particularly  gratifying  that  the 
promise  of  the  advanced  chemical 
design  and  high  order  of  bioassay  ac- 
tivity of  Synalar  (fluocinolone  ace- 
tonide)  has  been  confirmed  by 
widespread  therapeutic  application. 
Indeed,  the  impressive  clinical  re- 
sponse rate  of  Synalar  has  been  docu- 
mented in  no  fewer  than  232  papers 
from  22  countries. 


Representative  Clinical  Results  with  Synalar* 
Efficacy  Documented  in  over  4,000  Patients 


Condition 

Number  of 
Publications 

Number  of 
Patients 

Significant 

Improvementt 

Contact 

Dermatitis 

27 

750 

713 

Eczematous 

Dermatitis 

21 

472 

409 

Seborrheic 

Dermatitis 

18 

442 

426 

Atopic 

Dermatitis 

24 

460 

426 

Psoriasis 

36 

1,699 

1,510 

Neurodermatitis 

18 

SSI 

324 

Total 

144 

4,174 

3,808 

^Complete  bibliography  on  request.  tExpressed  by  the  authors  as  excellent,  very  good, 

good,  complete  remission  of  inflammation,  etc. 


Prescribing  Information 
For  initiation  of  therapy:  Cream  0.025%, 
5 and  15  Gm.  tubes,  425  Gm.  jars;  for 
emollient  effect:  Ointment  0.025%,  15 
Gm,  tubes;  for  maintenance  therapy: 
Cream  0.01%,  15  and  45  Gm.  tubes,  120 
Gm.  jars;  for  intertriginous  or  hairy 
sites:  Solution  0.01%,  20  cc.  and  60  cc. 
plastic  squeeze  bottles;  for  infected  in- 
flammatory dermatoses:  Neo-Synalar® 
Cream  (0.025%  fluocinolone  acetonide, 
neomycin  sulfate,  equivalent  to  0.35% 
neomycin  base),  5 and  15  Gm.  tubes. 
Contraindications:  Tuberculous,  fungal, 
and  most  viral  lesions  of  the  skin,  (in- 
cluding herpes  simplex,  vaccinia,  and 
varicella).  Not  for  ophthalmic  use.  Con- 
traindicated in  individuals  with  a his- 
tory of  hypersensitivity  to  any  of  the 
components.  Precautions:  Synalar  prep- 
arations are  virtually  nonsensitizing  and 
nonirritating.  However,  the  solution  may 
produce  burning  or  stinging  when  ap- 
plied to  denuded  or  fissured  areas.  In 
some  patients  with  dry  lesions,  the  solu- 
tion may  increase  dryness,  scaling  or 
itching.  While  topical  steroids  have  not 
been  reported  to  have  an  adverse  effect 
on  pregnancy,  the  safety  of  their  use  on 
pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should 
not  be  used  extensively  on  pregnant  pa- 
tients, in  large  amounts,  or  for  pro- 


longed periods  of  time.  Prolonged  use  of 
any  antibiotic  may  result  in  Overgrowth 
of  nonsusceptible  organisms;  if  this  oc- 
curs, appropriate  therapy  should  be  insti- 
tuted. When  severe  local  infection  or 
systemic  infection  exists,  the  use  of  sys- 
temic antibiotics  should  be  considered, 
based  on  susceptibility  testing.  Side 
Effects:  Side  effects  are  not  ordinarily 
encountered  with  topically  applied  corti- 
costeroids. As  with  all  drugs,  however,  a 
few  patients  may  react  unfavorably  to 
Synalar  under  certain  conditions.  The 
neomycin  in  Neo-Synalar  Cream  rarely 
produces  allergic  reactions. 

References:  1.  Lemer,  L.  J.,  Bianchi,  A., 
Turkheimer,  A.  R.,  Singer,  F.  M.,  and 
Borman,  A.:  Anti-inflammatory  steroids:  po- 
tency, duration  and  modification  of  activities. 
Ann  NY  Acad  Sci  116:1071  (Aug.  27)  1964. 
2.  Idem:  Comparison  of  anti-granuloma,  thy- 
molytic  and  glucocorticoid  activities  of  anti- 
inflammatory steroids.  Proc  Soc  Exp  Biol 
Med  116:385  (June)  1964.  3.  Ringler,  A.:  Ac- 
tivities of  adrenocorticosteroids  in  experimen- 
tal animals  and  man,  in  Dorfman,  R.  I.: 
Methods  of  hormone  research.  New  York, 
Academic  Press,  1964.  vol.  III.  pp.  234-280. 
4.  Gubersky,  V R.:  To  be  published. 


fluocinolone  acetonide  — an  original  steroid  from 

SYNTEXE 

LABORATORIES  INC.,  PALO  ALTO,  CALIF. 


For  inflammatory 
dermatoses... 
by  any  measure 
a topical  corticosteroid 
of  choice 

Synalar 

(fluocinolone 

acetonide) 

Milligram  for  milligram 
one  of  the  most  active  topical 
corticosteroids  available 

Rapid  and  predictable 
in  antiinflammatory  and 
antipruritic  activity 

Results  often  comparable  to 
those  of  systemic  corticosteroids 
with  fewer  hazards 


Against  these  three  rnajpr  pa^hej 


Pneumococci 


Penicillin-Sensitive 
Staphylococci  Jk 


Beta-Hemofylic 

Streptococci 


V-Cillin  K®  provides  dependable  oral  antibacterial  activity 


because  it  combines  a high  degree  of  in-vitro  activity... 

Staph. Aureus(Penicillin-Sensitive)  Streptococcus,  Group  A Diplococcus  Pneumoniae 


Antibiotic 

MIC  (meg. /ml.) 
Medion  Range 

MIC  (meg. /ml.) 
Median  Range 

MIC  (meg. /ml.) 
Median  Range 

Penicillin  V 

0.02 

0.02-0.04 

0.02 

0.003-0.4 

0.01 

0.005-0.2 

Penicillin  G 

0.02 

0.005-1.6 

0.005 

0.002-0.2 

0.02 

0.01-0.1 

Methicillin 

1.6 

0.4-6.3 

0.2 

0.1 -0.4 

0.2 

0.1-1.6 

Oxacillin 

0.4 

0.1 -3.1 

0.04 

0.02-0.4 

0.1 

0.04-0.8 

Cloxacillin 

0.2 

0.2-0.8 

0.1 

0.1 -0.8 

- 

- 

Nafcillin 

0.4 

0.2-0.8 

0.04 

0.02-0.1 

0.02 

0.02-0.2 

Ampicillin 

0.2 

0.1 -0.8 

0.02 

0.01-0.04 

0.02 

0.01-0.04 

Adapted  from  Klein,  J.  O.,  and  Finland,  M.:  New  England  J.  Med. ,269:1019,  1963. 


with  high  blood  levels,  even  in  the  presence  of  food 


Adopted  from  Griffith,  R.  S.,  and  Black,  H,  R.;  Current  Ther.  Res.,  6 253,  1964. 


V-Cillin  . 

Massium  I%enoxymethyl  Penicillin 


(See  next  page  for  prescribing  information.) 


New  500  mg.  tablets ...  a more  convenient  way  to  give  high  doses 


Description:  V-Cillin  K is  the  potassium  salt  of  V-Cillin®  (phenoxy- 
methyl  penicillin,  Lilly).  This  chemically  improved  form  combines  acid 
stability  with  immediate  solubility  and  rapid  absorption.  Higher  serum 
levels  are  obtained  more  rapidly  with  this  penicillin  than  with  equal 
oral  doses  of  penicillin  G.  The  higher  serum  levels  and  acid  stability  of 
V-Cillin  K make  it  a more  dependable  penicillin  for  oral  use. 

V-Cillin  K,  Pediatric,  is  an  oral  solution  of  clinically  proved  V-Cillin  K 
in  teaspoon  dosage  form.  When  mixed  as  directed,  each  5 cc.  (ap- 
proximately one  teaspoonful)  will  contain  125  mg.  (200,000  units) 
phenoxymethyl  penicillin  as  the  potassium  salt. 

Indications:  V-Cillin  K has  been  shown  to  be  effective  in  the  treatment 
of  streptococcus,  pneumococcus,  and  gonococcus  infections  as  well  as 
infections  caused  by  sensitive  strains  of  staphylococci.  It  may  be  used 
for  the  prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever  and  for  the  prevention  of  bacterial  endocarditis 
after  tonsillectomy  and  tooth  extraction  in  those  patients  with  a history 
of  rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  V-Cillin  K should  not  be  administered  to  a patient 
with  a history  of  penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  the  use  of  penicillin  may  cause  acute 
anaphylaxis  which  may  prove  fatal  unless  promptly  controlled.  This 
type  of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  and  in  those  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available  for 
emergency  administration.  These  include  epinephrine  and  pressor 
drugs  (as  well  as  oxygen  for  inhalation)  for  relief  of  immediate  allergic 
manifestations  and  antihistamines  and  corticosteroids  for  delayed 
effects. 

Precautions:  V-Cillin  K should  be  used  cautiously,  if  at  all,  in  a patient 
with  a strongly  positive  history  of  allergy. 


In  prolonged  therapy  with  penicillin,  and  particularly  with  ! 
parenteral  dosage  schedules,  frequent  evalucrtion  of  the  renal 
hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory  stu 
(including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowil 
pencillin-insensitive  organisms.  In  such  cases,  its  administration  sh( 
be  discontinued,  and  appropriate  measures  should  be  taken. 
Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
common  with  administration  of  oral  penicillin  than  with  intramusc 
forms,  manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  does  possess  a sic 
cant  index  of  sensitization.  The  following  hypersensitivity  react 
associated  with  the  use  of  penicillin  have  been  reported:  skin  ro: 
ranging  from  maculopapular  eruptions  to  exfoliative  dermatitis; 
caria;  and  reactions  resembling  serum  sickness,  including  chills,  fc 
edema,  arthralgia,  and  prostration.  Severe  and  often  fatal  anaphyt 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia,  tf 
bocytopenia,  and  nephropathy  are  rarely  observed  side-effects 
are  usually  associated  with  high  parenteral  dosage.  j 

Administration  and  Dosage:  For  Tablets  V-Cillin  K and  for  V-Ciili 
Pediatric,  the  usual  dosage  ranges  from  125  mg.  (200,000  units)  tl 
times  a day  to  500  mg.  (800,000  units)  every  four  hours.  For  ink 
the  daily  dosage  may  be  50  mg.  per  Kg.  of  body  weight  divided 
three  doses. 

Beta-hemolytic  streptococcus  infections  without  associated 
teremia  may  be  treated  with  200,000  to  400,0000  units  three  timi 
day.  Therapy  should  be  continued  for  a minimum  of  ten  days  to  pre 
development  of  rheumatic  fever  and/or  other  serious  complicati 
Dosage  for  routine  streptococcus  prophylaxis  in  patients  with  a his 
of  rheumatic  fever  or  congenital  heart  disease  may  be  200,000  i 
once  or  twice  daily.  When  such  patients  undergo  tonsillectomy,  t: 
extraction,  or  other  minor  surgery,  the  prophylactic  dose  shoulc 
500,000  units  every  six  hours  given  two  days  prior  to  surgery  and 
two  days  postoperatively.  if  oral  medication  is  not  feasible  on  the 
of  surgery,  parenteral  therapy  should  be  considered.  Mild  to  mo 
ately  severe  pneumococcus  pneumonia  has  been  treated  effecti 
with  250  mg.  every  six  hours. 

In  staphylococcus  infections,  400,000  units  or  more  should  beg 
every  six  to  eight  hours  in  conjunction  with  indicated  surgical  pr 
dures. 

For  gonorrhea  in  males,  500  mg.  (800,000  units)  every  four  hour: 
three  doses  may  be  employed;  in  females,  500  mg.  every  four  b 
for  six  doses  are  recommended.  Refractory  infections  generally  resp 
to  a second  treatment  three  to  four  days  following  completion  of 
first.  Treatment  of  gonorrhea  with  severe  complications  should 
individualized,  with  prolonged  and  intensive  treatment.  Patients  wi 
suspected  lesion  of  syphilis  should  have  a dark-field  examination 
fore  receiving  penicillin  and  monthly  serologic  tests  for  a minimur 
three  months. 

How  Supplied:  Tablets  V-Cillin  K,  U.S.P.,  125  mg.  (200,000  units) 
bottles  of  50  and  100;  and  250  mg.  (400,0000  units)  and  500 
(800,000  units),  in  bottles  of  24  and  100. 

V-Cillin  K,  Pediatric,  for  Oral  Solution,  125  mg.  (200,000  units) 

5 cc.  of  solution,  in  40,  80,  and  1 50-cc.-size  packages. 

Additional  information  available  to  physicians  upon 
request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana 
46206. 
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ORIGINAL  ARTICLES 


Hemodialysis  For  Chronic  Uremia  in  Arizona 

Past,  Present  and  Future 

Kenneth  E.  Johnson,  M.D. 

Daniel  J.  Potter,  M.D. 


The  investigators  of  hemodialysis  for  chronic  uremia  in  Arizona  have  con- 
densed not  only  their  research  but  their  experience  in  a fascinating  manu- 
script portraying  the  past,  present  and  future  of  hemodialysis  in  the  state 
of  Arizona. 


PAST 

PRIOR  to  1960  patients  with  uremia  due  to 
chronic  renal  disease  were  condemned  to  a 
lingering,  highly  unpleasant  death.  Doctors  had 
few  and  feeble  therapeutic  agents  and  were  re- 
duced to  watching  impotently  the  relentless  pro- 
gression of  nausea,  vomiting,  bleeding  and  final 
coma. 

In  1960  Scribner  and  Quinton  perfected  a 
marriage  of  medicine  and  engineering  uniting 
teflon  to  silastic  and  producing  a semi-pennanent 
A-V  shunt  allowing  access  to  the  blood  stream 
for  repeated  hemodialysis. 

444  West  Osborn  Road 
Phoenix,  Arizona  85013 


Figure  I is  a diagram  of  the  Scribner-Quinton 
shunt.  Plate  I shows  the  cannulas  in  place  in  the 
patient’s  leg  and  plate  II  shows  the  cannula 
attached  to  the  artificial  kidney  during  dialysis. 

The  Phoenix  Artificial  Kidney  Team  had  been 
organized  in  1958  by  one  of  us  (K.  E.  J.)  using 
the  training  and  experience  gained  w ith  the  pi- 
oneering artificial  kidney  team  in  Korea 
(1952).'’^  From  1958  to  1967,  112  patients  with 
acute  renal  failure  or  drug  intoxication  v’ere 
dialyzed.  During  this  time  many  patients  with 
chronic  renal  disease  were  dying.  With  tlie  de- 
velopment of  the  better  cmmula  technique,  and 
the  freipient  and  odious  task  of  telling  a patient’s 
family  what  must  be  the  inevitable  outcome,  one 
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Figure  I 


Plate  I 


of  us  put  the  question  to  the  Kidney  Team,  “Why 
can’t  we  begin  a chronic  dialysis  program  in 
Arizona?” 

The  task  of  chronic  dialysis  seemed  over- 
whelming in  time,  personnel,  and  continuing 
responsibility.  We  would  be  one  of  the  first 
community  hospitals  to  attempt  it.  None  of  us 
had  had  any  direct  experience  with  cannulas 
or  the  dialyzer  and  delivery  systems  of  the 
Seattle  artificial  kidney  system. 

In  1962  the  Arizona  Kidney  Foundation  was 
formed  as  a vehicle  for  the  establishment  of  a 
chronic  dialysis  center  at  Good  Samaritan  Hos- 
pital. We  sent  doctors,  nurses,  and  technicians 
to  Seattle,  and  in  1963  we  had  our  first  patient. 

Table  I is  a summary  of  our  early  experience. 
S.  G.,  our  first  patient,  had  blood  vessels  which 
simply  would  not  accept  cannulas.  After  three 
months  of  repeated  cannula  failure,  with  careful 
management  his  renal  function  spontaneously 
improved  so  that  he  no  longer  required  dialysis. 
G.  I.,  our  second  patient,  is  our  only  death  which 


Plate  II 


TABLE  I 


Patient 

Age 

Occupation 

Months 

i Result 

S.  G. 

48 

Millwright 

3*^ 

Rehab. 

C.  I. 

39 

Construct’n  Supt. 

3 

Died 

H.  A. 

48 

Welder 

22 -\- 

Constable  (Ajo) 

R.  P. 

35 

Executive 

12 

Died 

L.  A. 

45 

Housewife 

8 

Died 

M.  D. 

18 

Student 

14+ 

Phoenix  College 

A.  L. 

45 

Housewife 

8+ 

Partial  Rehab. 

* — No  longer  on  dialysis 
-| On  dialysis  at  present  time 


occurred  as  a direct  complication  of  dialysis.  He 
died  of  hyperglycemia  induced  by  a dialysis  bath 
containing  7 gm.  % of  glucose.  This  case  was 
reported  in  the  Annals  of  Internal  Medicine.^ 
Fortunately  we  have  developed  other  methods 
utilizing  ultrafiltration  which  enable  us  to  readily 
dehydrate  our  edematous  patients  and  it  should 
no  longer  be  necessary  to  use  high  concentrations 
of  glucose  in  dialysis  baths.  H.  A.,  our  next  pa- 
tient, has  been  dialyzed  for  22  months  and  is 
fully  rehabilitated.  M.  D.,  our  18-year-old  Phoe- 
nix Gollege  student,  is  unique  in  that  he  has  had 
a bilateral  nephrectomy  which  has  enabled  us 
to  control,  on  minimal  drug  therapy,  a previously 
intractable  hypertension.  He  rides  his  motor 
scooter  to  Phoenix  Gollege  and  is  active  as  a 
stage  manager  in  their  drama  program. 


TABLE  n 


Patient 

Age 

Occupation 

Months  Result 

E.  J. 

41 

Papago  Tribal 

9+ 

Rehab. 

D.  W. 

43 

Coimcil 
Retired  Naval 

12+ 

Wheelchair 

A.  H. 

22 

Commander 

Student 

9+ 

ASU  (15  hrs.) 

H.  B. 

56 

Engineer 

4 + 

Training 

M.  S. 

45 

Executive 

2+ 

Training 

E.  W. 

51 

Small  Business 

1+ 

Training 

H.  S. 

56 

Man 

Merchant 

2+ 

H On  dialysis  at  present  time 


Table  II  summarizes  our  recent  patients,  E.  J., 
a Papago  Indian,  is  a former  member  of  the 
Tribal  Gouncil  currently  running  for  the  highest 
elective  office  of  the  Tribe.  He  is  being  dialyzed 
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at  the  United  States  Public  Health  Indian  Hos- 
pital in  Phoenix.  All  of  the  patients  in  Table  II 
are  now  or  soon  will  be  dialyzed  outside  our 
center  in  Good  Samaritan  Hospital,  either  in 
their  homes  or  in  other  facilities. 

We  have  had  enough  experience  with  the 
Scribner-Quinton  cannula  now  to  make  some 
general  statements.  Problems  with  cannula  clot- 
ting are  most  frequent  during  the  first  three 
months  after  implantation.  If  they  last  three 
months  tliey  then  usually  will  last  at  least  one 
year.  Cannula  infection  has  been  infrequent  but 
must  be  treated  early  and  with  high  doses  of 
penicillinase  resistant  antibiotics  if  loss  of  the 
cannula  is  to  be  avoided.  The  exact  cause  of 
clotting  is  not  known  and  most  often  is  not  re- 
lated to  obvious  trauma  or  infection.  When 
clotting  does  occur  it  is  always  an  emergency 
requiring  declotting  procedures  to  prevent  can- 
nula loss. 


TABLE  III 

COMPARISON  WITH  OTHER  PROGRAMS 


Patient  Months 

Seattle 

Phoenix 

Detroit 

Per  Death 

% Surviving  at 

. . 153 

37 

9 

Least  One  Year  . 

. . 80 

66 

37 

% Rehabilitated  . 

. . 82 

75 

0 

OVERALL  RESULTS  OF  PROGRAMS 

(1)  EDTA  50%  survive  six  months. 

(2)  American  50%  survdve  one  year. 


Comparison  of  dialysis  programs  is  difficult 
because  patient  selection  is  so  variable.  Table 
HI  is  a very  crude  attempt  at  comparison  of 
three  dialysis  programs.  The  Seattle  program® 
stands  out  when  its  results  are  compared  with 
any  program  world  wide.  Criteria  for  selection 
in  their  original  group  of  patients  were  severe 
and  rigid  both  as  to  absence  of  significant  asso- 
ciated disease  and  complications  of  uremia.  A 
high  degree  of  intelligence  and  drive  as  well  as 
proven  ability  to  accept  the  environmental  and 
dietary  restrictions  were  required.  Nevertheless, 
their  results  are  impressive.  At  the  other  end  of 
the  spectrum  are  results  to  be  expected  when 
patients  are  accepted  on  a “first  come  first  serv- 
ed” basis. 

Table  III  shows  the  disastrous  results  of  a 
program  in  Detroit®  where  indigent  patients  were 
dialyzed  on  such  a basis.  The  program  was  aban- 
doned at  the  end  of  one  year.  Our  results  are  far 
better  than  Detroit  but  not  as  good  as  Seattle. 
The  per  cent  of  our  patients  surviving  one  year 
of  dialysis  and  per  cent  who  have  achieved  an 
an  appreciable  degree  of  rehabilitation  are  com- 


parable but  not  as  good  as  the  Seattle  results. 

Two-thirds  of  our  patients  are  surviving  at 
least  one  year  and  this  compares  favorably  with 
the  overall  results  of  the  European  Dialysis  and 
Transplant  Association'^  in  which  50%  of  patients 
did  not  survive  six  months  and  an  informal 
American  survey'^  which  reported  that  50%  of 
patients  are  surviving  one  year. 


TABLE  IV 
GOMPLIGATIONS 


Neuropathy  — 

Hepatitis  — 

Pyrogens  — 

Salty  Hard  Water  — 

Dysequilibrium  — 

Gannula  Infection  — 

Bone  Disease  — 

Pericarditis  — 


Significant  problem 
One  case 

With  Zephiran  sterilization 

Water  softener 

2-4  cases 

Infrequent 

None  as  yet 

One  case 


Table  IV  lists  the  major  and  some  minor  com- 
plications we  have  encountered. 

Neuropathy  is  universally  present  if  defined 
by  prolonged  nerve  conduction  times.  Neverthe- 
less, with  appropriate  physical  therapy  we  have 
had  only  four  patients  with  significant  clinical 
neuropathic  problems. 

Hepatitis  has  been  a problem  at  many  centers.® 
We  have  had  only  one  documented  case  in  a 
patient  and  none  in  staff. 

Pyrogens  in  kiil  dialysis  equipment  became  a 
serious  problem  in  the  summer  of  1964  when 
we  were  using  Zephiran  for  cold  sterilization. 
Our  experience  was  identical  to  that  of  the  Mayo 
Clinic^  and  similarly  the  problem  disappeared 
when  we  switched  to  6%  formalin  solution. 

Phoenix  water  with  its  high  but  variable  con- 
centration of  sodium  and  magnesium  caused  us 
early  problems  which  were  solved  with  a water 
softener  and  low  sodium  dialysis  fluid. 

Dysequilibrium  with  attendant  headache  and 
vomiting,  a syndrome  peculiar  to  dialysis,  ap- 
pears capriciously®  when  the  BUN  is  rapidly 
lowered  from  high  concentrations.  Urea  diffuses 
relatively  slowly  across  the  blood  brain  barrier 
so  that  when  the  blood  urea  is  rapidly  lowx'red, 
the  brain  urea  remains  very  high  causing  an  as- 
motic  shift  of  water  into  the  brain,  increased 
intracranial  pressure,  convulsions,  coma,  and 
rarely  — death.  This  syndrome  can  be  pre\xmted 
by  not  allo^^4ng  too  wide  s^^'ings  in  the  patient’s 
BUN  or  by  use  of  moderately  hypertonic  (up 
to  1.5  gm.  %)  glucose  in  the  dialysis  bath. 

Cannula  infection  has  been  a rather  infrequent 
event.  That  this  is  so  is  probably  due  to  our 
nurses  meticulous  teaching  of  asepsis. 

Dialysis  bone  disease,  a complication  usuallv 
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appearing  (8-18  months)^  late  in  these  patients 
has  yet  to  be  encountered.  This  may  be  due  to 
the  high  level  of  endogenous  vitamin  D enjoyed 
by  residents  of  Arizona. 

Pericarditis,  a complication  listed  frequently 
at  other  centers^  has  been  seen  only  once. 

DEATHS 

The  first  death,  C.  I.,  was  due  to  hyperglyce- 
mia and  has  been  discussed  above.  Our  two  sub- 
sequent deaths  have  been  due  to  complications 
of  hypertension.  Although  the  Seattle  group  has 
emphasized  control  of  extracellular  fluid  volume 
by  water  and  salt  restriction  as  being  all  im- 
portant®, other  groups  have  had  severe  problems 
with  hypertension  despite^  good  control  of  ex- 
tracellular fluid  volume. 

The  patient,  M.  D.,  with  bilateral  nephrectomy 
has  been  much  easier  to  manage  since  operation 
and  now  four  months  post-operatively  has  a 
diastolic  pressure  of  80-100  with  minimal  doses 
of  medication.  The  literature  is  sparse  regarding 
response  to  bilateral  nephrectomy^  but  the  few 
reported  cases  have  had  a similar  course  to  ours. 
We  plan  to  proceed  to  bilateral  nephrectomy  if 
patients  require  increasingly  large  doses  of  po- 
tent anti-hypertensive  agents  despite  good  con- 
trol of  extracellular  fluid  volume. 

PATIENT  SELECTION 

The  first  seven  patients  were  selected  by  meth- 
ods almost  identical  with  that  of  the  Seattle 
group.®  The  patient  was  first  presented  to  and 
recommended  by  the  Medical  Advisory  Com- 
mittee composed  of  some  members  of  the  Phoe- 
nix Artificial  Kidney  Team.  An  anonymous  lay 
board  on  receipt  of  the  committee’s  recommen- 
dation then  made  the  final  selection.  The  ex- 
penses of  these  seven  patients  were  borne  almost 
entirely  by  the  Arizona  Kidney  Foundation. 

Foundation  funds  were  rapidly  depleted  and 
the  Foundation  has  been  unable  to  accept  addi- 
tional patients.  The  last  seven  patients  are  essen- 
tially paying  their  own  way  or  having  their  way 
paid  for  them  by  the  U.  S.  Government  or  other 
funds.  Many  otherwise  good  candidates  have 
had  to  be  turned  down  because  they  simply 
could  not  afford  the  heavy  initial  expense  ( about 
$7,000)  and  annual  costs  (about  $7,500).  These 
seven  patients  were  selected  by  the  Medical 
Advisory  Committee  directly  using  medical  cri- 
teria. Currently  we  have  the  following  criteria: 

1.  Age  limits,  15  to  55. 


2.  Absence  of  systemic  disease  of  which  renal 
disease  is  only  a part  or  chronic  disease 
which  in  itself  precludes  rehabilitation. 

3.  Evidence  that  patient’s  uremia  is  becoming 
disabling. 

4.  Favorable  medical  evaluation  of  the  patient 
by  a member  of  the  Medical  Advisory 
Board. 

5.  Favorable  psychiatric  evaluation  including 
testing  if  indicated. 

6.  Nerve  conduction  times  and  muscle  testing 
indicating  absence  of  severe  neuropathy. 

7.  Evidence  of  adequate  family  support  to 
carry  out  home  dialysis. 

8.  Potential  for  rehabilitation  to  his  or  her 
previous  level  of  employment  or  a suitable 
alternative. 

If  the  patient  is  medically  acceptable,  he  or 
she  at  the  present  time  faces  the  further  hurdle 
of  obtaining  funds.  At  the  present  to  most  pa- 
tients this  is  a formidable  barrier  but  we  hope 
soon  to  be  able  to  furnish  sufficient  financial 
support  through  the  Arizona  Kidney  Foundation 
fund  raising  program. 


FUTURE 

With  further  advances  in  equipment  design 
and  reduced  cost  in  a rapidly  moving  field,  we 
may  hopefully  look  forward  to  a not  too  distant 
day  when  chronic  dialysis  patients  will  treat 
themselves  at  home  daily  — perhaps  for  two-four 
hours  in  the  early  evening.  They  will  have  nor- 
mal or  near  normal  blood  chemistries  and  be 
asymptomatic.  Looking  forward  to  this  future 
a chronic  dialysis  center  is  being  designed  at 
Good  Samaritan  Hospital  which  will  be  more 
like  a home  than  a hospital.  This  center  will  be 
strictly  for  training  patients,  their  families,  and 
to  a variable  extent,  their  physicians  for  dialysis 
to  be  performed  virtually  independent  of  the 
center. 

We  do  not  believe  that  kidney  transplants  will 
supplant  dialysis  in  the  near  future  because  pa- 
tients will  require  dialysis  prior  to  transplanta- 
tion and  for  proper  immunologic  matching  a 
“bank”  of  patients  on  chronic  dialysis  should  be 
there  as  cadaver  kidneys  become  available. 
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SUMMARY 

A chronic  hemodialysis  program  has  been  op- 
erating sinee  1963  at  Good  Samaritan  Hospital 
in  Phoenix.  It  was  one  of  tlie  first  to  be  under- 
taken in  a community  hospital.  Seven ty-five 
per  cent  of  the  patients  have  been  rehabilitated 
and  sixty-six  per  cent  have  survived  at  least  one 
year.  When  one  considers  that  100  per  cent  of 
these  patients  would  all  now  be  dead  but  for 
dialysis,  we  believe  that  we  ean  eonsider  our 
program  a modest  sueeess. 
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“The  Editor  stood  ’fore  the  Heavenly  Gate, 
His  features  pinched  and  cold. 

He  bowed  before  the  Man  of  Fate, 

Seeking  admission  to  the  fold. 

‘What  have  you  done?’  St.  Peter  asked, 

‘To  gain  admission  here?’ 

‘I  was  the  Journal’s  editor.  Sir, 
for  Many  a weary  year.’ 

The  Pearly  Gates  swung  open  wide 
As  Peter  pressed  the  bell. 

‘Gome  in  and  choose  your  harp,  he  cried; 
‘You’ve  had  your  share  of  Hell!” 

(Jl.  Irish  Med.  Assoc.) 
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RUBINSTEIN-TAYBI  SYNDROME 

Broad  Thumbs  and  Toes,  Facial  Abnormalities  and 
Mental  Retardation 


Clarence  R.  Laing,  M.D."  William  H.  Harper,  M.D."" 


The  authors  present  a well  worked  up  case  of  an  unusual  syndrome.  This 
description  will  alert  the  pediatrician  to  the  earlier  diagnosis  of  an 
uncommon  cause  of  mental  retardation. 


UBINSTEIN  and  Taybi^  in  1963  described 
seven  cases  in  which  the  patients  presented 
broad  thumbs  and  toes,  facial  abnormalities  plus 
mental  retardation.  These  patients  all  resembled 
each  other  as  noted  by  the  descriptions  and  the 
pictirres  submitted  by  Rubinstein  and  Taybi. 

In  1964  Coffin^  described  six  other  cases  and 
drew  attention  to  the  fact  that  many  of  these 
patients  showed  evidence  of  congenital  heart 
disease.  Coffin  also  mentioned  the  fact  that  in  all 
of  his  cases  the  patients  appeared  abnormal  at 
birth.  In  1965  Taybi  and  Rubinstein^  reported  six 
other  cases  of  this  syndrome.  In  1966  Johnson^ 
added  six  new  cases. 

This  case  is  strikingly  similar  to  those  described 
by  the  previously  named  authors  and  is  thought 
to  fit  into  the  same  syndrome. 

CASE  REPORT 

This  14  7/12  year-old  white  boy  had  been 
known  to  be  exceptional  from  early  life  and  is 
now  a resident  of  the  Valley  of  the  Sun  School 
for  Handicapped  Children  in  Phoenix,  Arizona. 
The  parents  were  told  at  birth  that  the  child 


“Child  Evaluation  Center,  Maricopa  County  Health  Department, 
Arizona.  Clinic  sponsored  by  a grant  from  the  Children’s 
Bureau,  Washington,  D.C. 

““Pediatric  Cardiologist,  Phoenix,  Arizona 


had  congenital  heart  disease  and  was  a ‘Ixirder- 
line  blue  baby.”  His  development  was  markedly 
slow  and  in  1953  he  was  placed  in  an  institution 
in  Illinois  for  seven  years.  Since  1960  he  has  been 
at  the  Valley  of  the  Sun  School. 

The  patient’s  mother  first  sought  prenatal  care 
during  the  second  month  of  the  pregnancy.  She 
was  then  31  years  of  age  and  the  father  was  28. 
She  was  not  sick  during  the  pregnancy  except 
for  the  fact  that  she  had  “shortness  of  breath  and 
a palpitation  of  the  heart”  during  the  summer. 
This  was  attributed  by  her  to  fatigue  and  exces- 
sive coffee  drinking.  She  denied  that  during  this 
pregnancy  there  were  convulsions,  German  mea- 
sles, bleeding,  or  any  other  condition  of  the 
prenatal  period  usually  associated  with  mental 
retardation.  Her  diet  was  adequate  and  was 
supplemented  with  vitamins,  calcium  and  iron. 
She  received  no  X-rays  to  the  abdomen.  There 
was  no  Rh  or  ABO  blood  incompatibility.  The 
pregnancy  was  full-term.  The  delivery  was  said 
to  have  been  easy  following  an  active  labor  of 
eight  hours. 

The  child  was  born  head  first  and  weighed 
6 lbs.  14  ozs.  Both  parents  stated  that  the  child 
had  a large  amount  of  hair  on  his  head  and 
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actually  “needed  a haircut”  at  birth.  They  felt 
that  his  facial  features  were  suggestive  of  mental 
retardation.  The  hospital  records  note  that  there 
was  a systolic  heart  murmur  which  was  heard  at 
birth  and  seemed  to  grow  louder  each  day.  The 
spleen  is  said  to  have  been  two  finger -breadths 
below  the  costal  margin. 

The  child  was  seen  by  cardiologists  in  the  neo- 
natal period  while  at  the  hospital  and  it  was 
felt  that  there  was  a possibility  of  a cortriloculare 
or  possibly  a transposition  of  the  great  vessels 
with  a compensatory  ductus  and  a septal  defect 
or  possibly  a tetralogy  of  Fallot  plus  a patent 
ductus.  It  was  the  impression  that  in  view  of  the 
absence  of  cyanosis  and  because  of  the  apparent 
good  state  of  health  of  the  patient  that  the  child 
should  be  sent  home  to  return  at  a suitable  time 
for  another  chest  X-ray.  The  X-ray  which  had 
been  taken  in  the  neonatal  period  showed  that 
the  heart  shadow  was  globular  in  appearance 
and  filled  three-fourths  of  the  chest.  According 
to  the  parents  the  child  has  never  shown  any 
evidence  of  heart  failure.  They  did  not  pursue 
the  matter  of  further  definitive  cardiac  evalua- 
tion. 

There  are  nine  other  children  in  the  family 
ranging  in  age  from  4 to  16  years.  All  are  normal. 
The  pregnancies,  labors  and  deliveries  involving 
the  other  nine  children  were  all  said  to  have 
been  uneventful.  This  patient  was  the  second 
child  born  to  the  couple  and  there  had  been  no 
miscarriages. 

The  parents  denied  epilepsy,  mental  illness, 
brain  injury,  and  mental  retardation  as  present  on 
either  side  of  the  family.  They  are  not  related. 
There  are  no  members  of  the  family  with  broad 
thumbs  or  toes  or  facial  features  such  as  pre- 
sented by  the  patient. 

The  parents  were  unable  to  give  exact  infor- 
mation regarding  the  ages  at  which  this  child 
acquired  the  usual  developmental  skills.  How- 
ever, they  felt  that  he  was  decidedly  slow  in 
every  way. 

During  the  first  year  of  his  life  his  right  leg 
had  been  put  in  a cast  because  of  a club  foot. 
He  was  treated  for  a viral  pneumonia  at  five 
months  of  age  and  remained  in  the  hospital  for 
ten  days.  He  had  German  measles  at  14  years 
of  age. 

Physical  examination  at  the  Child  Evaluation 
Center  revealed  a white  male  of  14  7/12  years 
who  was  in  no  distress.  His  height  was  50/2  inches 
and  his  weight  was  65/2  pounds.  There  was  no 


speech.  He  could  not  follow  directions  and  he 
was  markedly  hyperactive.  The  right  side  of  his 
face  was  much  more  prominent  than  the  left 
and  his  chin  was  short  (Fig.  1).  Skin  was  nega- 
tive except  for  a large  growth  of  hair  on  the 
back  and  on  the  extensor  surfaces  of  the  arms 
and  legs. 

The  skull  measured  20/1  inches  in  circumfer- 
ence with  the  left  temporal  area  being  noticeably 
indented.  The  eyes  were  hazel  in  color  and  the 
right  eye  appeared  to  be  at  a higher  level  than 
the  left.  There  was  an  antimongoloid  slant  to  the 
eyes  (Fig.  1).  There  were  no  abnormal  extra- 
ocular movements  and  the  pupils  responded 
equally  and  adequately  to  light  and  accommoda- 
tion. Fundal  examination  was  normal.  Vision 
could  not  be  tested.  The  right  ear  was  at  a 
higher  level  than  the  left.  Hearing  appeared  to 
be  adequate.  The  nose  was  slightly  beaked. 
There  were  24  teeth  present  in  good  condition. 
The  palate  was  highly  arched.  The  tongue  was 
of  normal  size  but  was  furrowed.  The  tonsils 
were  moderately  enlarged  but  not  apparently 
inflamed.  The  neck  was  negative.  The  thyroid 
gland  was  not  enlarged  to  physical  examination. 
Chest  was  normal  in  shape.  There  was  an  extra 
rudimentary  nipple  on  the  left.  Lung  fields  were 
clear.  There  was  no  evidence  of  clubbing  or 
cyanosis.  The  peripheral  pulses  were  normal  with 


* 

Fig.  1 Note  prominence  of  right  side  of  face,  antimongoloid 
slant  of  eyes. 
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systemic  arterial  blood  pressures  of  120/80 
mmHg  in  both  arms.  There  was  no  venous  dis- 
tension. The  precordium  was  hypoactive  with 
no  thrills,  no  palpable  heart  tones,  and  no  evi- 
dence of  cardiomegaly.  Both  the  first  and  second 
heart  sounds  were  widely  split,  the  latter  notice- 
ably wider  than  the  former.  A third  heart  sound 
was  present  at  the  apex,  and  an  intermittent 
systolic  ejection  click  was  heard  over  the  base. 
A grade  ii/vi  soft  blowing  mid  systolic  murmur 
was  heard  over  the  base  and  transmitted  to  the 
apex.  A short  grade  i/vi  early  diastolic  decrescen- 
do murmur  was  also  heard  at  the  base. 

The  abdomen  was  normal  in  shape.  There  was 
absence  of  enlargements,  tenderness,  masses  and 
herniae.  The  external  genitalia  were  normal  male 
for  age.  The  child  was  circumcised.  The  testes 
were  descended  and  uncurled  pubic  hair  was 
noted. 


Fig.  2 Note  broad  flat  thumbs. 

The  extremities  presented  thumbs  that  were 
noticeably  flat  at  the  distal  phalanx  (Fig.  2). 
The  same  was  true  for  all  of  the  toes  with  the 
great  toes  being  more  pronounced  in  this  regard. 
The  third,  fourth,  and  fifth  toes  appeared  to  be 
almost  the  same  length.  Gait  was  stiff  and 
shuffling  as  if  the  patient  found  it  dificult  to 
walk. 

Superficial  and  deep  tendon  reflexes  were 
graded  2+  of  4.  There  were  no  abnormal  reflexes 
elicited.  Sensory  perception  of  light  touch,  pres- 
sure and  pain  appeared  normal.  Tests  of  co- 
ordination could  not  be  done  due  to  lack  of 
understanding.  The  child  appeared  to  be  ambi- 
dexterous. 

An  electroencephalogram  was  interpreted  as 
being  definitely  abnormal,  showing  during  sleep 
some  bisynchronous  sharp  waves  over  the  centro- 


temporal  areas,  maximal  on  the  right.  The  record- 
ing suggested  an  abnormality  synchronized  at  a 
subcortical  level,  although  some  right  sided  lat- 
eralization could  not  be  fully  ruled  out.  X-rays 
were  summarized  as  follows:  “1.  Abnormal  con- 
tour of  the  skull  suggesting  hemiatrophy  (Fig. 
3 ) . 2.  Abnormally  large  heart  suggesting  possible 


Fig.  3 Note  abnormal  contour  of  skull  suggesting  hemiatrophy 


congenital  heart  disease  (Fig.  4).  3.  Bone  age 
development  retarded  for  a 12  year  old  with 
development  more  in  keeping  with  a child  be- 
tween 8 and  9 years  of  age.  4.  Anatomical  varia- 
tion in  development  of  the  distal  phalanges  for 
each  thumb  (Fig.  5).” 

EKG  showed  a complete  right  bundle  branch 
block  with  intermittent  normal  conduction  (Fig. 
6). 

Amino  acid  chromatography  on  the  urine  was 
found  to  be  within  normal  limits.  Thyroxine 
iodine  was  5.9  micrograms%.  Urine  was  negative 
for  coproporphyrins  and  uroporphyrins.  Urinal- 
ysis including  the  test  for  PKU  was  negative. 
Blood  urea  nitrogen  was  13  mgm.%;  calcium  was 
10.1  mgm.%.  Red  blood  cell  count  was  5.35  mil- 
lion. Hemoglobin  was  15.6  grams  and  the  white 
blood  cells  15,550.  Gells  were  predominantly 
polymorphs.  Buccal  smear  was  negative  for  sex 
chromatin.  The  karyotype  appeared  to  be  that 
of  a normal  male  with  a normal  distribution  of 
sex  chromosomes  XY  (Fig.  7).  Serological  test 
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Fig.  4 The  X-ray  of  the  chest  shows  a scoliosis  of  the  spine. 

The  heart  is  generally  enlarged.  The  pulmonary  vascu- 
lature is  normal;  the  lung  fields  are  clear;  an  azygos 
lobe  is  i^resent. 

for  syphilis  ( VDRL ) was  negative. 

Psychological  testing  at  the  Child  Evaluation 
Center  revealed  a social  age  of  1.44  years  and 
a social  quotient  of  approximately  10.  The  psy- 
chologist found  the  child  to  be  essentially  nntest- 
able  with  respect  to  standardized  intellectual 
measures.  He  stated  that  he  had  presented  vari- 
ous test  objects  from  the  Cattell  Infant  Intelli- 
gence Scale  to  the  child  with  the  effect  that  he 
simply  reverted  to  mouthing  them.  He  found 
the  boy  to  be  profoundly  retarded. 


Fig.  5 The  thumb  anatomical  variation  is  brought  out  vividly 
by  X-ray  picture. 


Fig.  6 The  thirteen  lead  electrocardiogram  shows  a normal  sinus 
rhythm  with  a comi’lete  right  bundle  branch  block  (QRS 
is  0.13  seconds).  Normal  conduction  is  noted  intermit- 
tently as  seen  in  leads  VI,  V4,  V5,  and  V6.  These 
normal  conduction  complexes  do  not  suggest  ventricular 
hypertrophy. 

Medical  impressions  were  mental  retardation 
due  to  an  unknown  prenatal  influence  and  con- 
genital heart  disease  consisting  of  a right  bundle 
branch  block  and  possibly  an  aortic  semilunar 
insufficiency. 

DISCUSSION 

Taybi  and  Rubinstein^  in  their  second  article 
felt  that  there  were  four  findings  which  would 
be  common  to  all  cases  in  this  syndrome; 

1.  Mental  and  motor  retardation. 
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2.  Broad  thumbs  and  great  toes. 

3.  A highly  arched  palate. 

4.  Eye  abnormalities  of  various  types. 

They  listed  a second  group  of  findings  which 
were  present  in  some  and  absent  in  other  cases. 

1.  Beaked  nose. 

2.  Large  foramen  magnum. 

3.  Delayed  closure  of  the  large  anterior  fon- 
tanelle. 

4.  Abnormal  segmentation  with  partial  dupli- 
cation of  the  phalanges  of  the  thumbs  and 
great  toes. 

5.  Broad  terminal  phalanges  of  other  fingers. 

6.  Short  stature. 

7.  Skeletal  maturation  retardation. 

8.  Microcrania. 

9.  Abnormal  electroencephalogram  without 
localizing  phenomena. 

10.  Neonatal  feeding  problems. 

11.  Recurrent  respiratory  problems  in  infancy 
and  early  childhood. 

12.  Allergies. 

13.  Nevusflammeus  on  forehead  or  nape  of 
neck. 

14.  Hirsutism. 

15.  Probable  functional  heart  murmur. 

16.  Sternal  or  rib  anamolies. 

17.  Spine  anamolies. 

18.  Apparent  absence  of  a kidney. 

The  case  under  discussion  shows  findings:  1,  5, 
6,  7,  8,  9,  10,  and  14,  and  it  is  felt  that  this  case 
decidedly  fits  into  the  syndrome. 

The  differential  diagnosis  as  discussed  by  Tay- 
bi  and  Rubinstein®  involved  mandibulofacial  dys- 
ostosis as  the  principal  entity.  It  is  felt,  however, 
that  this  was  mainly  because  of  the  antimongo- 
loid  slant  of  the  eyes,  the  arched  palate,  and 
the  prominent  nose  in  the  latter  condition.  They 
also  brought  out  that  the  malar  and  mandibular 
defects,  deafness,  hair  tongue,  lid  colobomas, 
eyelash  defects  and  macrostomia  as  seen  in  man- 
dibulofacial dysostosis  are  not  present  in  the 
syndrome  of  broad  thumbs  and  toes  and  facial 
abnormalities.  Mental  retardation  is  not  usually 
present  in  mandibulofacial  dysostosis. 

Coffin®  listed  other  entities  in  the  differential. 
These  included  Crouzon’s  disease,  acrocephalo- 
syndactyly, certain  forms  of  autosomal  trisomy 
and  Hallermann-Streiff  syndrome.  He  stated  that 
none  of  these  conditions  include  the  wide  thumbs 
that  are  seen  in  the  Rubinstein-Taybi  syndrome. 
Coffin  also  felt  that  there  is  some  similarity  be- 


tween this  syndrome  and  mongolism  or  Down’s 
syndrome.  There  is  similarity  with  Down’s  syn- 
drome in  that  the  patient  with  Rubinstein’s  syn- 
drome is  retarded  mentally,  and  short  stature 
and  congenital  heart  disease  are  often  present. 
Similarities  also  include  epicanthal  folds,  the  lax 
muscles  and  joints  and  the  simian  palmar  crease 
seen  in  some  patients  with  the  Rubinstein-Taybi 
syndrome.  It  was  noted  by  Coffin®  that  this  syn- 
drome does  differ  significantly  from  mongolism 
in  the  shape  of  the  face  and  hands. 

The  fact  that  there  are  10  children  in  this 
patient’s  family  with  only  one  showing  signs  of 
the  Rubinstein-Taybi  syndrome  would  suggest 
that  the  condition  is  not  genetic  in  origin.  How- 
ever two  of  Johnson’s*  cases  were  siblings. 
SUMMARY 

A case  of  mental  retardation  together  with 
broad  thumbs,  toes,  and  facial  abnormalities  has 
been  presented  which  is  quite  similar  to  several 
cases  that  have  recently  been  described  by  Rub- 
instein and  Taybi,  Coffin,  and  Johnson.  While 
these  children  show  several  anomalies  which  are 
not  all  found  in  any  single  individual  the  im- 
portant findings  of  mental  and  motor  retardation 
broad  thumbs  and  great  toes,  palate  and  eye 
abnormalities  are  present  in  this  patient  together 
with  other  stigmata.  A significant  cardiac  defect 
is  not  obviously  present,  however,  a mild  aortic 
semilunar  insufficiency  may  exist.  The  etiology^ 
of  the  right  bundle  branch  block  is  not  known, 
but  it  might  be  assumed  to  have  been  present 
at  birth  and  a result  of  the  general  dysplasia.  In 
a family  of  10  children  this  is  the  only  child 
affected.  Another  author,  however,  has  found 
two  siblings  with  the  same  condition. 
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CORONARY  ARTERY  DISEASE 


Harry  Newman,  M.D. 


In  Ihis  study,  four  percent  of  patients  over  age  fifty-five  have  coronary 
artery  calcification  as  noted  on  good  quality  routine  chest  films.  This 
article  discusses  the  implications  of  such  a finding. 


The  clinical  diagnosis  of  coronary  arterioscler- 
otic heart  disease  is  becoming  more  prevalent 
with  the  increasing  number  of  older  people  in 
our  population.  The  diagnosis  depends  upon  the 
correlation  of  observed  vaseular  changes  and 
functional  disturbances.  The  disturbances  of 
function  may  be  so  characteristic  as  in  angina 
pectoris  that  the  underlying  pathologic  lesion 
may  be  inferred  with  a high  degree  of  accuracy. 
Often  on  review  of  the  patient’s  history,  physieal 
examination,  laboratory  data  and  electrocardio- 
graphic findings,  no  information  as  to  the  pres- 
ence of  coronary  disease  can  be  found.  With  the 
development  of  new  X-ray  techniques,  it  is  now 
becoming  possible  to  estimate  the  luminal  size 
of  eoronary  arteries  in  vivo  by  eoronary  arterio- 
graphy. In  many  patients  with  clinical  coronary 
sclerosis  associated  with  electrocardiographic 
confirmation,  the  chest  radiograph  will  fail  to 
reveal  any  positive  findings.  Nevertheless,  the 
reverse  is  also  true  in  that  there  ean  be  clinieal 
and  radiographic  agreement  of  coronary  arterio- 
sclerosis and  the  eleetrocardiagram  may  be  nega- 
tive. The  routine  roentgenographic  chest  exam- 
ination may  yield  significant  information  and 

Good  Samaritan  Hospital 
X-Ray  Department 
Phoenix,  Arizona  85006 


indicate  the  diagnosis  of  incipient  coronary  dis- 
ease. Extensive  calcific  lesions  ean  be  seen  in 
routine  radiographs  and  followed  for  several 
years  before  symptoms  of  disordered  funetion 
appear.  Zeman  and  Schenk’*  cited  several  cases 
of  local  and  diffuse  calcific  deposits  in  the  cardio- 
vascular system  of  older  patients  and  how  they 
may  be  well  tolerated  by  the  body  and  how  little 
the  functional  capacity  of  an  individual  may  be 
affected  by  them. 

The  first  reported  case  of  coronary  artery 
sclerosis  in  vivo  was  by  Lenk  in  1927^  when  he 
discovered  two  piTrallel  dense  shadows  over  the 
heart  which  he  explained  as  calcification  of  a 
branch  of  the  left  coronary  artery,  probably  of 
its  horizontal  ramus.  At  that  time,  this  represent- 
ed a new  field  for  the  application  of  roentgen 
diagnosis. 

Roesler”  in  1933,  when  reviewing  roentgen  in- 
terpretation of  cardiovascular  disease  said  “cal- 
cification of  the  coronary  arteries  will  undoubt- 
edly be  shown  in  the  future  with  further  progress 
in  technique.”  The  following  year,  the  first  report 
in  the  American  literature  of  coronar\'  calcifica- 
tion by  Wosika  and  Sossman'  appeared.  The>- 
reported  three  cases  of  coronary  calcification  in 
the  living  subject,  two  males,  age  60  and  67  and 
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TABLE  I 

CLINICAL,  ELECTROCARDIOGRAPHIC  AND  X-RAY  FINDINGS 
17  Cases  of  Coronary  Artery  Calcification 

SUMMARY  OF  FINDINGS 

Case 

Age 

Sex 

Calcifications  Visible  on 
Chest  Film 

EKG 

Cardiac  Symptoms 

Heart 

Size 

Blood 

Pressure 

Heart 

Murmurs 

1 

83 

M 

Aortic  arch;  anterior  descending 
branch  of  left  coronary  artery 

Normal 

None 

Normal 

140/82 

+ 

2 

68 

F 

Aortic  arch;  anterior  descending 
and  circumflex  branches  of  left 
coronary  artery 

Occasional  premature 
ventricular  contraction; 
left  bundle  branch  block, 

Angina;  chronic  pul- 
monary vascular  con- 
gestion 

Enlarged 

190/70 

+ 

3 

79 

M 

Aortic  arch;  descending  thoracic 
aorta;  anterior  descending 
branch  of  left  coronary  artery 

Abnormal;  nonspecific 
myocardial  changes 

None 

Normal 

180/90 

+ 

4 

86 

M 

Aortic  arch;  anterior  descending 
branch  of  left  coronary  artery 

Normal 

Paroxysmal  noctur- 
nal dyspnea 

Normal 

126/80 

- 

5 

75 

M 

Anterior  descending  and  cir- 
cumflex branches  of  left 
coronary  artery 

Ectopic  beats;  left 
ventricular  hyper- 
trophy 

Chronic  congestive 
failure 

Enlarged 

158/70 

+ 

6 

74 

M 

Aortic  arch;  anterior  descending 
branch  of  left  coronary  artery 

1st  degree  heart  block; 
nonspecific  P wave 
changes 

None 

Normal 

122/78 

7 

86 

M 

Aortic  arch;  mitral  annulus, 
anterior  descending  and  cir- 
cumflex branches  of  left 
coronary  artery 

Abnormal;  nonspecific 
myocardial  changes 

Chronic  pulmonary 
vascular  congestion 

Normal 

100/70 

+ 

8 

82 

M 

Ascending  arch  and  descending 
thoracic  aorta;  circumflex  and 
anterior  descending  branch  of 
left  coronary  artery 

1st  degree  heart  block; 
left  ventricular  hyper- 
trophy 

Severe  angina 

Normal 

220/140 

+ 

9 

68 

M 

Aortic  arch;  circumflex  and 
anterior  descending  branches 
of  left  coronary  artery 

Ventricular  extra 
systoles;  left  ventric- 
ular hypertrophy 

Angina;  pulmonary 
edema 

Normal 

150/92 

+ 

10 

93 

M 

Aortic  arch;  anterior  descend- 
ing branch  of  left  coronary 
artery 

Right  bundle  branch 
block;  1st  degree 
heart  block 

Chronic  pulmonary 
vascular  congestion 

Enlarged 

110/50 

+ 

. 11 

87 

M 

Ascending  arch  and  descend- 
ing thoracic  aorta;  circum- 
flex branch  of  left  coronary 
artery 

Normal 

None 

Enlarged 

160/80 

+ 

12 

55 

M 

Anterior  descending  branch 
of  left  coronary  artery 

Normal 

None 

Normal 

112/80 

- 

13 

79 

M 

Anterior  descending  branch  of 
left  coronary  artery 

Normal 

None 

Normal 

130/70 

- 

14 

80 

M 

Anterior  descending  branch  of 
left  coronary  artery 

Atrial  fibrillation; 
left  ventricular 
Ischemia 

Congestive  heart 
failure 

Enlarged 

142/90 

+ 

15 

73 

M 

Aortic  arch;  anterior 
descending  branch  of 
left  coronary  artery 

Multiple  premature 
atrial  beats 

None 

Normal 

130/70 

“ 

16 

88 

F 

Aortic  arch  and  descending 
thoracic  aorta;  anterior 
descending  branch  of  left 
coronary  artery 

Multiple  ventricular 
ectopic  beats;  left 
ventricular  hyper- 
trophy 

Angina;  congestive 
heart  failure 

Enlarged 

150/80 

+ 

17 

71 

M 

Aortic  arch;  circumflex  and 
anterior  descending  branches 
of  left  coronary  artery 

Atrial  fibrillation; 
right  bundle  branch 
block;  old  posterior 
wall  Infarction 

Congestive  heart 
failure 

Enlarged 

115/60 

one  female,  age  67.  One  case  came  to  autopsy 
where  the  findings  were  corroborated.  All  had 
symptoms  of  angina  pectoris. 

Snellen  and  Nauta^  in  1937  presented  a series 
of  40  cases  of  coronary  calcification  found  in  vivo 
(five  cases  corroborated  at  autopsy)  concluded 


that  it  should  be  just  as  easy  to  detect  coronary 
artery  calcification  as  it  is  valvular  calcification. 
They  stated  that  through  a period  of  one  year 
they  had  actually  detected  a larger  number  of 
sclerotic  vessels  than  of  calcified  valves. 

Concerning  the  prevalence  of  coronary  arterio- 
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sclerosis,  72  hearts  obtained  at  consecutive  ne- 
cropsies were  examined  roentgenographically, 
thirty-eight  showed  coronary  artery  calcification. “ 
In  a recent  study  by  Blankenhorn  and  Stern,’ 
61  of  76  adult  human  hearts  radiographed  post 
mortem  exhibited  calcific  lesions  in  the  coronary 
arteries.  Coronary  calcifieations  were  the  most 
frequently  encountered  intracardiac  radio- 
opaque lesions  and  more  commonly  present  than 
absent  in  patients  over  forty  years  of  age. 

Case  Material.  Four  hundred  consecutive  chest 
examinations  of  patients  over  the  age  of  55  were 
reviewed  which  included  PA  and  lateral  views. 
Table  1 reveals  the  distribution  of  ages,  sex,  sites 
of  calcification,  electrocardiographic  findings, 
cardiac  symptoms,  heart  size,  blood  pressure  and 
presence  of  murmurs. 

RESULTS 

Seventeen  cases  (4.2%)  of  coronary  artery 
calcification  were  discovered.  Fifteen  of  the  pa- 
tients were  males  and  two  were  females.  The 
youngest  patient  was  55  and  the  oldest  93.  In 
thirteen  patients,  calcification  of  the  thoracic 
aorta,  particularly  the  aortic  arch  could  easily  be 
seen.  The  electrocardiogram  was  normal  in  five 
patients  and  in  six  of  the  patients  no  cardiac 
symptoms  by  history  could  be  ellicited.  Heart 
size  in  ten  of  the  cases  was  estimated  to  be 
within  the  limits  of  normal.  The  most  common 
site  of  calcification  was  the  anterior  descending 
branch  of  the  left  coronary  artery  in  its  proximal 
portion.  This  finding  is  in  agreement  with  post 
mortem  studies  which  reveal  the  anterior  de- 
scending branch  of  the  left  coronary  artery  is  the 
vessel  most  frequently  sclerosed  and  the  area 
of  severest  involvement  begins  about  3 cm.  from 
the  aorta.®  Atheromatosis,  the  precursor  of  arter- 
iosclerosis, is  frequently  present  in  the  anterior 
descending  branch  of  the  left  coronary  in  the 
second  decade  and  regularly  in  all  cases  over 
forty  years  of  age.  Such  changes  are  found  later 
by  about  two  decades  in  the  right  coronary 
artery  and  other  large  branches. 

Habbe  and  Hobart"  have  presented  eleven 
cases  of  roentgenographically  diagnosed  coronary 
arteriosclerosis.  Three  of  these  were  females  and 
eight  males.  In  three  of  the  patients,  the  electro- 
cardiographic results  were  normal.  In  all  cases, 
the  left  coronary  revealed  calcification  and  none 
was  seen  involving  the  right. 

Recently  Reich  and  Witten'"  reported  six  cases 
of  coronary  calcification  all  of  which  involved  the 
left  coronary  and  four  revealed  calcification  in 


the  circumflex  branch  as  well.  The  ages  ranged 
from  56  to  76  and  only  one  was  a female.  There 
was  no  electrocardiographic  evidence  of  myo- 
cardial damage  or  coronary  insufficiency  in  four 
out  of  six  cases. 

DISCUSSION 

It  is  well  to  emphasize  that  calcification  in  the 
coronary  arteries  will  only  be  found  when  search- 
ed for.  Other  factors  in  the  roentgenographic 
recognition  are  films  of  good  technical  quality 
and  awareness  of  common  locations.  The  appear- 
ance on  radiographs  is  quite  characteristic.  The 
shadows  appear  as  linear  and  segmentally  inter- 
rupted streaks  arranged  in  parallel  plaques.  They 
are  curved  corresponding  to  the  course  of  an 
artery  and  are  most  frequently  encountered  in 
the  proximal  part  of  the  coronary  arteries.  Most 
commonly,  the  calcifications  are  found  within 
2 cm.  of  the  root  of  the  aorta.  Though  coronary 
artery  calcification  was  frequently  seen  to  ex- 
tend to  the  periphery  of  the  vessel,  calcification 
peripherally  without  involvement  of  the  proximal 
parts,  was  not  seen. 

They  must  be  differentiated  from  extrinsic 
calcifications  such  as:  (1)  Calcified  lymph  nodes 
which  are  discrete,  more  solid  and  rounded  in 
appearance.  ( 2 ) Calcified  bronchial  rings  behind 
the  heart  which  run  in  different  directions  and 
are  not  as  opaque.  ( 3 ) Calcified  costal  cartilages 
which  are  usually  smoother,  sharper  and  more 
dense.  They  run  in  different  directions  than  that 
of  coronary  arteries.  (4)  Intrinsic  calcifications 
such  as  pericardial  calcifications  which  are  usual- 
ly found  to  be  parallel  to  the  heart  on  at  least 
one  view.  The  calcification  is  more  dense,  often 
branching  and  sometimes  intercommunicating 
forming  a network  but  do  not  have  the  inter- 
rupted parallel  plaques  characteristic  of  calcified 
arterial  walls.  They  are  most  commonly  found 
when  the  pericardium  is  in  contact  with  the 
diaphragm.  (5)  Skeletal  cardiac  calcifications 
which  are  found  between  the  atria  and  ventricles. 
They  consist  of  the  membranous  septum  and 
fibrous  annuli,  the  mitral,  tricuspid  and  aortic 
rings.  Differentiation  can  be  made  by  their  in- 
trinsic location.  (6)  Calcifications  which  occur 
in  cardiac  aneurysms  and  thrombi. 

Though  it  is  now  customary  to  search  for 
intracardiac  calcifications  b\-  iluoroscop\’,  the 
present  study  indicates  that  the  majorit>-  ol 
coronary  calcifications  are  too  small  to  be  scc'u 
in  motion. 
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SUMMARY 

1.  Careful  scrutiny  of  routine  chest  films  may 
reveal  to  the  unsuspecting  clinician  coronary 
artery  calcification.  The  roentgen  diagnosis  of 
incipient  coronary  disease  may  play  an  import- 
ant role  in  the  future,  especially  in  cases  with- 
out clinical  symptoms  and  negative  electrocardio- 
grams. 

2.  Seventeen  cases  of  coronary  artery  calcifica- 
tion have  been  collected  and  represent  approx- 
imately 4.2%  of  all  chest  radiographs  reviewed 
over  the  age  of  55.  Five  of  these  revealed  nor- 
mal electrocardiographic  findings. 

3.  The  most  frequent  site  of  coronary  calcifi- 
cation was  the  anterior  descending  branch  of  the 
left  coronary  artery.  Most  all  revealed  aortic 
intramural  calcification. 
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Look  how  many  ways 

Thorazine* 

brand  of 

chiorpromazine 

can  help 


Tranquilizer 

Potentiator 

Antiemetlc 

Agitation 

• 

Alcoholism 

• 

• 

Anxiety 

• 

Cancer  patients 

• 

• 

• 

Severe 

neurodermatitis 

• 

Drug  addiction 
withdrawal  symptoms 

• 

• 

Emotional  disturbances 
(moderate  to  severe) 

• 

Nausea  & vomiting 

• 

• 

Neurological  disorders 

• 

Obstetrics 

e 

• 

• 

Pain 

• 

• 

• 

Pediatrics 

• 

• 

• 

Porphyria 

• 

• 

Psychiatric  disorders 

• 

Hiccups— refractory 

• 

Senile  agitation 

• 

Surgery 

• 

• 

• 

Tetanus 

• 

• 

‘Thorazine’  is  useful  as  a specific  adjuvant  in  the  above 
named  conditions. 

The  following  is  a brief  precautionary  statement.  Before  prescrib- 
ing, the  physician  should  be  familiar  with  the  complete  prescrib- 
ing information  in  SK&F  literature  or  PDR.  Contraindications: 
Comatose  states  or  the  presence  of  large  amounts  of  C.N.S. 
depressants.  Precautions:  Potentiation  of  C.N.S.  depressants 
may  occur  (reduce  dosage  of  C.N.S.  depressants  when  used 
concomitantly).  Antiemetic  effect  may  mask  other  conditions. 
Possibility  of  drowsiness  should  be  borne  in  mind  for  patients 
who  drive  cars,  etc.  In  pregnancy,  use  only  when  necessary  to 
the  welfare  of  the  patient.  Side  Effects:  Occasionally  transitory 
drowsiness;  dry  mouth;  nasal  congestion;  constipation;  amenor- 
rhea; mild  fever;  hypotensive  effects,  sometimes  severe  with 


I.M.  administration;  epinephrine  effects  may  be  reversed;  derma- 
tological reactions;  parkinsonism-like  symptoms  on  high  dosage 
(in  rare  instances,  may  persist);  weight  gain;  miosis;  lactation 
and  moderate  breast  engorgement  (in  females  on  high  dosages) ; 
and  less  frequently  cholestatic  jaundice.  Side  effects  occurring 
rarely  include:  mydriasis;  agranulocytosis;  skin  pigmentation, 
lenticular  and  corneal  deposits  (after  prolonged  substantial 
dosages). 

For  a comprehensive  presentation  of  'Thorazine'  prescribing 
information  and  side  effects  reported  with  phenothiazine  deriv- 
atives, please  refer  to  SK&F  literature  or  PDR. 

Smith  Kline  & French  Laboratories 
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even  better  blood  pressure 
reduction— because  2 
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of  choice  often  work 
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One  drug  potentiates  the  antihypertensive  action  of  the  other.  Blood 
pressure  is  generally  controlled  with  relatively  low  dosages  of  each  com- 
ponent, often  resulting  in  minimized  side  effects. 

Although  each  component  alone  may  provide  adequate  therapy  in  many 
cases  of  mild  hypertension,  the  combination  offers  advantages  which  can- 
not be  achieved  with  single-drug  therapy. 

even  more  patient  benefits— 
because  complementary 
actions  of  2 anti  hypertensive 
agents  extend  the  range 
of  advantages 

Reserpine,  in  addition  to  lowering  blood  pressure,  provides  central  calm- 
ing action  to  help  relieve  anxiety  and  tension;  provides  bradycrotic  action 
to  slow  the  rapid  heart. 

Hydrochlorothiazide,  in  addition  to  lowering  blood  pressure,  relieves 
edema;  permits  relaxation  of  salt  restriction. 

The  combination  provides  medication  in  one  tablet  instead  of  two;  one 
prescription  instead  of  two— encourages  patient  adherence  to  the  regimen, 
offers  economy. 

for  your  next  patient 
with  mild  hypertension 

Rx  Serpasii-Esidrix 

Combination  Tabiets 

Please  see  following  page  for  prescribing  information. 


Serpasil-Esidrir 

(reserpine  and  hydrochlorothiazide  CIBA) 

Combination  Tablets 


INDICATIONS:  Mild  to  moderate  hypertension,  especially 
when  complicated  by  anxiety,  tachycardia,  or  edema. 

SIDE  EFFECTS  AND  PRECAUTIONARY  MEASURES 

Serpasil®  (reserpine  CIBA) 

Occasional  side  effects:  lassitude,  drowsiness,  nasal 
congestion,  looseness  of  stools,  increased  frequency  of 
defecation.  Rare  side  effects:  anorexia,  headache,  bi- 
zarre dreams,  nausea,  dizziness,  skin  rash. 

Severe  mental  depression  has  appeared  in  a small  per- 
centage of  patients,  primarily  in  a dosage  above  1 mg 
daily.  When  the  drug  is  discontinued,  depression  usually 
disappears,  but  hospitalization  and  shock  therapy  are 
sometimes  required. 

Caution:  Withdraw  reserpine  2 weeks  before  surgery,  if 
possible.  For  emergency  surgical  procedures,  give  vagal 
blocking  agents  parenterally  to  prevent  or  reverse  hypo- 
tension and/or  bradycardia. 

Because  reserpine  may  increase  gastric  secretion  of 
hydrochloric  acid,  use  cautiously  in  patients  with  peptic 
ulcer. 

Use  cautiously  with  digitalis,  quinidine,  or  guanethidine. 
Not  recommended  for  aortic  insufficiency. 

Esidrix®  (hydrochlorothiazide  CIBA) 

Contraindictions:  Oliguria,  renal  shutdown,  progressive 
hepatic  disease,  and  allergy  to  thiazides. 

Warnings:  Stenosis,  hemorrhage,  and  ulceration  of  the 
small  bowel  have  occurred  with  coated  potassium  tab- 
lets. Discontinue  such  medication  when  used  with  Esidrix 
if  gastrointestinal  disturbances  arise. 

Pay  special  attention  to  electrolyte  balance  of  patients 
with  severe  renal  or  hepatic  insufficiency.  In  patients 
with  cirrhosis  and  ascites,  watch  for  symptoms  of  im- 
pending hepatic  coma.  Thiazides  may  decrease  glucose 
tolerance;  use  cautiously  in  diabetics.  Hyperuricemia 
may  occur  but  is  readily  reversed  by  a uricosuric  agent. 
Lowering  of  blood  pressure  may  sometimes  result  in 
nitrogen  retention,  particularly  in  patients  with  impaired 


renal  function.  Dosage  titration  is  necessary  in  such 
patients. 

Precautions:  Watch  for  signs  of  fluid  or  electrolyte  im- 
balance. Further  electrolyte  depletion  may  cause  hypo- 
chloremic alkalosis  and  hypokalemia.  Since  the  latter 
may  precipitate  digitalis  intoxication,  watch  carefully  pa- 
tients who  are  taking  digitalis  or  its  glycosides  or  those 
with  cardiac  arrhythmias.  In  severe  hypokalemia,  large 
oral  or  intravenous  doses  of  potassium  may  be  required. 

A few  infants  born  of  mothers  who  received  thiazides 
during  pregnancy  have  shown  bone  marrow  depression 
with  thrombocytopenia.  Hydrochlorothiazide  decreases 
responsiveness  to  exogenous  norepinephrine  and  in- 
creases responsiveness  to  tubocurarine.  Hypotensive 
episodes  under  anesthesia  have  been  observed  in  some 
patients  receiving  thiazides. 

Side  Effects:  In  addition  to  those  above,  nausea,  ano- 
rexia, headache,  restlessness,  constipation,  dizziness, 
paresthesias,  fatigue,  increased  sweating,  cramps  in 
arms  and  legs,  diarrhea,  abdominal  pain.  Rare  reactions: 
purpura  with  or  without  thrombocytopenia,  skin  rash, 
photosensitivity,  urticaria.  Sometimes  associated  with 
hydrochlorothiazide:  leukopenia,  agranulocytosis,  aplas- 
tic anemia,  pancreatitis,  jaundice,  necrotizing  vasculitis. 

DOSAGE 

Average  dosage  is  2 Tablets  #2  daily.  For  patients 
requiring  less  hydrochlorothiazide,  substitute  Tablets 
#7.  For  maintenance,  reduce  dosage  to  lowest  effective 
level.  When  necessary,  more  potent  antihypertensive 
agents  may  be  added  gradually  in  reduced  dosages. 

SUPPLIED 

Tablets  #2  (light  orange),  each  containing  0.1  mg  reser- 
pine and  50  mg  hydrochlorothiazide:  bottles  of  100  and 
1000.  Tablets  #1  (light  orange),  each  containing  0.1  mg 
reserpine  and  25  mg  hydrochlorothiazide:  bottles  of  100 
and  1000. 

Consult  complete  literature  before  prescribing. 

CIBA  Pharmaceutical  Company,  Summit,  N.  J.  C 1 B A 
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Dr.  Dysterheft 


The  primary  aim  and  desired  purpose  of  this 
page  is  to  present  to  the  membership  an  aware- 
ness of  current  situations  concerning  medicine  as 
we  progress  through  the  year  from  month  to 
month.  Surveys  have  shown  that  the  page  is  read 
—unfortunately  by  a minority.  The  opinion  of  a 
consensus  of  subscribers  would  indicate,  how- 
ever, that  the  prestige  of  the  office  alone  should 
assure  its  continuance,  emphasizing  a basic,  fac- 
tual analysis  in  the  editorialization  of  given  is- 
sues. 

One  of  the  economic  arms  of  all  of  the  physi- 
cians in  our  state  is  the  Arizona  Blue  Shield 
Medical  Service  Plan.  The  Blue  Shield  Plan 
should  be  aimed  at  a single  basic  idea  — that  of 
molding  the  Plan  to  the  image  and  need  of  the 
medical  profession,  rather  than  vice  versa.  The 
gradual  evolution  and  success  to  this  end  is  the 
burning  desire  of  the  Plan’s  Board  of  Directors 
and  administration.  In  recent  years,  and  again 
at  the  recent  Arizona  Aledical  Association  and 
Blue  Shield  corporate  body  meeting,  this  was 
re-emphasized  via  resolutions  and  otherwise.  A 
new  charge  has  been  given  to  the  elected  offi- 
cers to  judiciously  expedite  this  basic  philosophy 


for  the  benefit  of  all  the  physicians  in  the  state. 

From  a performance  standpoint,  considering 
enrollment,  financial  stability  and  improvement, 
administrative  knowledge  and  acuity,  great  for- 
ward strides  have  been  made  in  the  past  two 
years  by  the  Plan. 

A need  exists  for  legislative,  corrective  help; 
physician  communications  improvement,  and  in 
other  areas  as  outlined  in  the  recent  Task  Force 
report.  It  should  be  remembered  that  perfection 
in  this  area  is  a virtue  unattainable. 

Blue  Shield  is  a tower  of  strength  and  hope  in 
the  ever  increasing  escalation  to  socialization  of 
our  profession  in  these  times. 

If  the  eriteria  of  need,  physician  support,  and 
public  confidence  and  acceptance  remains  in  the 
affirmative,  a re-dedicated  effort  in  its  behalf 
by  member  physicians  must  be  pursued  with 
great  effort,  or  face  the  consequence  of  deteriora- 
tion, fragmentation  and  dissolution  of  a plan 
that  has  served  the  profession  well  these  many 
years. 

Arnold  H.  Dysterheft,  M.D. 

President 


June,  1967 


549 


Mild  mood  depression, 
poor  appetite,  little 
interest  in  the  present  or 
future.  Does  this  picture 
mean  that  she’s  giving  in 
to  functional  fatigue? 

When  functional  fa- 
tigue is  part  of  her  prob- 
lem, Alertonic  can  help 
counteract  accompanying 
apathy  and  inertia.  It 
helps  lift  mood,  stimulate 
appetite,  and  establish 
new  interest  in  daily  life. 


Pleasant-tasting  Alertonic  combines  pipradrol  hydro- 
chloride—a gentle  cerebral  stimulant— with  an  excel- 
lent vitamin  and  mineral  formula,  in  a satisfying  15% 
alcohol  vehicle. 

Especially  in  the  aging  patient,  nothing  fosters 
confidence  and  a sense  of  well-being  better  than  your 
own  personal  warmth,  understanding,  and  encourage- 
ment. Between  visits,  however,  your  prescription  for 
Alertonic  can  help  keep  your  patient  from  giving  in  to 
functional  fatigue. 

Adequate  dosage  is  important:  Prescribe  Alertonic— 
one  tablespoonful  t.i.d.,  30  minutes  before  meals 
. . . tastes  best  chilled. 

And  for  your  patient’s  sake,  prescribe  Alertonic 
in  the  convenient,  economical  one-pint  bottle. 


Each  45  cc.  (3  tablespoonfuls)  contains:  alcohol,  15%,  pipradrol 
hydrochloride,  2 mg.;  thiamine  hydrochloride  (vitamin  Bi)  (10 
MDR*),  10  mg.;  riboflavin  (vitamin  Bo)  (4  MDR),  5 mg.;  pyri- 
doxine  hydrochloride  (vitamin  Bg),  1 mg.;  niacinamide  (5  MDR), 
50  mg.;  choline, t 100  mg.;  inositol, t 100  mg.;  calcium  glycero- 
phosphate, 100  mg.  (supplies  2%  MDR  for  calcium  and  for 
phosphorus)  and  1 mg.  each  of  the  following:  cobalt  (as  chloride), 
manganese  (as  sulfate),  magnesium  (as  acetate),  zinc  (as  acetate), 
and  molybdenum  (as  ammonium  molybdate). 


*Multiple  of  adult  Minimum  Daily  Requirement  supplied. 

tThe  need  for  these  substances  in  human  nutrition  has  not  been  established. 

Indications:  1.  Functional  fatigue  such  as  that  often  associated 
with:  a depressing  experience  or  stressful  time  of  life;  advanc- 
ing years;  convalescence;  limited  activity  or  confinement.  2.  Poor 
appetite  and  vitamin-mineral  deficiency  as  they  occur  in:  patients 
having  faulty  eating  habits;  geriatric  patients  who  are  losing  interest 
in  food;  patients  convalescing  from  debilitating  illness  or  surgery. 
Contraindications:  As  with  other  drugs  with  CNS  stimulating, 
action,  Alertonic  is  contraindicated  in  hyperactive,  agitated  or 
severely  anxious  patients  and  in  chorea  or  obsessive  compulsive 
states. 

Side  effects:  Reports  of  overstimulation  have  been  rare.  Patients  who 
are  known  to  be  unduly  sensitive  to  the  effects  of  stimulant  drugs 
should  be  observed  carefully  in  the  initial  stages  of  treatment. 
Dosage:  Adults,  1 tablespoonful;  children  (over  15  years  old),  1 to 
2 teaspoonfuls;  children  (4  to  15  years  old),  1 teaspoonful.  To  be 
taken  three  times  daily  30  minutes  before  meals. 


^Merrell^ 


THE  WM.  S.  MERRELL  COMPANY 
Division  of  Richardson-Merrellinc. 
Cincinnati,  Ohio  45215 


Ilosone®  provides  more  antibacterial  activity 
than  any  other  oral  erythromycin 


Acid  stable,  better  absorbed . . . Ilosone 
produces  faster,  higher,  more  prolonged 
blood  levels,  even  in  the  presence  of  food^  ^ 

Because  it  is  the  most  active  form  of  oral 
erythromycin,  Ilosone  can  help  assure 
consistently  greater  antibacterial  activity 
at  the  site  of  infection.  Ilosone  produces 
peak  antibacterial  blood  levels  two  to  four 
times  those  of  other  erythromycin 
preparations. Not  only  are  these  levels 
attained  earlier,  but  they  are  maintained 
for  much  longer  periods.  Even  the 
presence  of  food  does  not  seem  to  affect 
the  activity  of  Ilosone. 

In  the  treatment  of  patients  with  bacterial 
infections  susceptible  to  erythromycin, 
Ilosone  has  compiled  an  excellent 
therapeutic  record.  Since  it  exerts  its 
greatest  activity  against  gram-positive 
organisms,  it  is  particularly  useful  in 
common  respiratory  and  soft-tissue 
bacterial  infections.  Ilosone  kills— not 
merely  inhibits— streptococci, 
pneumococci,  and  more  strains  of 


staphylococci  than  any  other  macrolide 
antibiotic.  This  bactericidal  action, 
coupled  with  the  high  antibacterial  levels 
attained,  makes  Ilosone  especially  valuable 
in  patients  with  low  host  resistance,  such 
as  infants,  debilitated  individuals,  and 
diabetics. 

Ilosone  has  shown  no  cross-resistance  witH' 
penicillin  and  may  be  effective  against 
organisms  that  have  become  resistant  to 
that  agent.  Despite  its  high  antibacterial 
activity,  Ilosone  has  demonstrated  a low 
incidence  of  side  reactions.  Blood 
dyscrasias,  ototoxicity,  and  tooth  staining 
have  not  been  observed.  Infrequent 
cases  of  drug  idiosyncrasy,  manifested  by 
a cholestatic  jaundice,  have  occurred, 
but  there  have  been  no  known  definite 
residual  effects. 

Ilosone* 

Erythromycin  Estolate 


700121 


( See  next  page  for  prescribing  information.) 


Ilosone*/the  most  active  oral  form  of  erythromycin 


Description:  Ilosone  is  the  most  active  form  of  oral  erythromy- 

cin that  has  been  developed.  Because  it  is  stable  in  acid,  well 
absorbed,  and  excreted  in  lesser  amounts  in  the  bile,  it  provides 
faster,  higher,  and  longer-lasting  levels  of  antibacterial  activity 
(ABA)  in  the  serum,  even  when  taken  with  food,  than  do  com- 
parable doses  of  erythromycin. 

Indications:  Ilosone  is  indicated  in  infections  caused  by  micro- 
organisms sensitive  to  its  action  (especially  staphylococci,  hemo- 
lytic streptococci,  and  pneumococci ) . The  drug  is  therefore  useful 
in  a high  proportion  of  bacterial  diseases  encountered  in  clinical 
practice  and  particularly  in  the  treatment  of  bacterial  infections 
of  the  upper  and  lower  respiratory  tract  and  soft  tissues. 

In  the  treatment  of  acute  bacterial  pharyngitis  and  tonsillitis, 
this  antibiotic  has  promptly  eradicated  the  bacteria  (streptococci) 
and  has  produced  a parallel  prompt  clinical  improvement.  There 
have  been  no  group  A beta-hemolytic  streptococci  resistant  to 
this  preparation.  In  beta-hemolytic  streptococcus  infections, 
treatment  should  be  maintained  for  ten  days  to  prevent  the  de- 
velopment of  rheumatic  fever  or  glomerulonephritis. 

Erythromycin  estolate  has  proved  to  be  very  effective  in  pneu- 
mococcus pneumonia  and  in  acute  bronchitis  with  pneumococci 
on  culture.  Bronchopneumonia  and  otitis  media  in  children  have 
responded  well  to  its  use. 

The  antibiotic  has  been  used  very  successfully  in  staphylococ- 
cus infections.  Good  therapeutic  results  have  been  obtained  in 
soft-tissue  infections,  abscesses,  cellulitis,  carbuncles,  wound  in- 
fections, and  furunculosis. 

In  serious  staphylococcus  infections,  erythromycin  prepara- 
tions should  be  used  only  in  combination  therapy  with  other 
antimicrobial  agents.  As  is  the  case  with  any  treatment  regimen 
used  in  these  severe  conditions,  surgical  procedures  should  be 
performed  when  indicated,  and  large  dosages  of  the  antimicro- 
bial agents  should  be  employed.  In  this  fashion,  Ilosone  has  been 
effective  in  staphylococcus  pneumonia,  osteomyelitis,  septicemia, 
empyema,  and  meningitis. 

Multiple  500-mg.  doses  of  the  drug  have  been  useful  in  gonor- 
rhea and  syphilis.  Since  penicillin  is  the  drug  of  choice  for  the 
treatment  of  syphilis  and  gonorrhea,  erythromycin  estolate 
should  be  employed  for  these  infections  only  in  patients  with  a 
history  of  penicillin  allergy.  Also,  other  infections  due  to  suscep- 
tible bacteria  in  patients  known  to  be  hypersensitive  to  penicillin 
or  other  antibiotics  may  be  considered  for  treatment  with  Ilosone. 
Contraindications:  Ilosone  is  contraindicated  in  patients  with  a 
known  history  of  sensitivity  to  this  drug  and  in  those  with  pre- 
existing liver  disease  or  dysfunction. 

Side-Effects:  Data  obtained  from  seven  years’  use  of  propionyl 
erythromycin  ester  and  erythromycin  estolate  (Ilosone)  indicate 
that  hepatic  dysfunction  with  or  without  clinical  jaundice  may 
occur  during  or  following  courses  of  therapy  with  the  drug. 

Changes  in  liver  function  tests  in  such  cases  have  been  indica- 
tive of  intrahepatic  cholestasis.  The  symptoms  appear  to  be  the 
result  of  a form  of  sensitization.  The  initial  symptoms  have  ap- 
peared in  some  cases  after  a few  days  of  treatment  but  generally 
have  followed  one  or  two  weeks  of  continuous  therapy  or  several 
courses  of  the  drug.  Symptoms  reappear  promptly  if  the  drug 
is  readministered  to  sensitive  patients,  usually  within  forty- 
eight  hours.  Eosinophilia  was  noted  in  peripheral  blood  counts. 
The  findings  readily  subsided  without  apparent  residual  effects 
when  treatment  was  discontinued.  Recovery  was  delayed  in  one 
reported  instance.  The  physician  indicated  in  this  case  that  either 
drug-induced  jaundice  or  viral  hepatitis  may  have  been  respon- 
sible for  the  findings. 

In  one  clinical  study  involving  ninety-three  patients  treated 
with  the  antibiotic,  three  cases  of  jaundice  were  observed  and  an 
additional  eleven  cases  developed  some  changes  in  liver  function 
tests.  Three  of  the  patients  had  abnormal  liver  function  tests  a 
second  time  on  readministration  of  the  drug. 

Even  though  it  is  assumed  that  not  all  cases  of  jaundice  have 
been  reported,  it  seems  clear  that  the  number  is  small  compared 
with  the  amount  of  drug  that  has  been  used.  Reported  cases  have 
included  persons  in  whom  there  had  been  administered  other 
drugs  known  to  be  associated  at  times  with  hepatic  side-effects 
and  cases  in  which  the  presence  of  viral  hepatitis  or  other  dis- 
ease may  have  been  responsible  for  the  findings.  In  some  of  the 
cases,  associated  gastro-intestinal  symptoms  simulated  the  colic 
of  biliary  tract  disease.  In  other  instances,  clinical  symptoms 
and  results  of  liver  function  tests  resembled  findings  in  extra- 
hepatic  obstructive  jaundice.  It  appears  that  the  occurrence  of 
jaundice  after  administration  of  Ilosone  is  infrequent,  but 
further  investigations  are  being  made  to  estimate  its  incidence 
more  accurately. 

In  those  cases  mentioned  above  in  which  jaundice  appeared  to 


be  definitely  related  to  use  of  the  drug,  laboratory  findings  were 
characterized  by  increased  direct-reacting  bilirubin,  elevated! 
alkaline  phosphatase  levels,  negative  or  weakly  positive  cephalin! 
flocculation  and  thymol  turbidity  tests,  elevated  serum  glutamicj 
oxalacetic  transaminase  levels,  peripheral  eosinophilia,  and  nor-i 
mal  cholecystograms.  i 

Individual  idiosyncrasy  seems  evident  since  jaundice  has  not! 
been  reported  in  other  patients  taking  prolonged  courses  of  thej 
medication.  Patients  with  chronic  infection  have  been  given  1 to' 
to  2 Gm.  of  the  drug  daily  for  periods  of  two  to  six  months,  andl 
patients  with  rheumatic  fever  have  taken  prophylactic  doses  of| 
0.5  Gm.  daily  for  two  years  without  difficulty.  In  one  group  ofi 
144  patients  who  received  the  drug  daily  for  two  years,  no  jaun-| 
dice  was  noted.  It  was  of  interest  that  members  of  six  of  these 
patients’  families,  who  were  not  taking  the  drug,  had  episodes' 
of  jaundice  during  the  study  period.  j 

Transaminase  and  serum  alkaline  phosphatase  levels  were, 
determined  in  a gi’oup  of  fifty-four  adults  and  children  who  took 
250  mg.  of  Ilosone  daily  for  an  average  of  sixteen  months  as 
rheumatic  fever  prophylaxis.  The  results  were  compared  with 
those  of  a similar  group  of  forty-four  patients  who  received  pen- 
icillin. There  were  no  cases  of  jaundice  in  either  group.  Elevatior 
of  SGPT  and  serum  alkaline  phosphatase  levels  during  thecourss 
of  treatment  was  observed  in  one  patient  treated  with  Ilosone 
and  in  two  patients  treated  with  penicillin.  Seven  other  patients 
in  the  group  receiving  Ilosone  and  four  others  in  the  penicillir 
group  showed  elevations  in  one  of  the  tests  at  some  time  during 
administration  of  the  drugs. 

Very  satisfactory  therapeutic  results,  without  toxicity,  wen 
reported  in  102  pediatric  patients  who  received  short-term  (ten 
day)  courses  of  Ilosone  in  the  treatment  of  streptococcus  infec 
tions.  Results  of  liver  function  tests  in  these  patients  were  com 
parable  to  those  in  a similar  control  group  who  had  receive( 
penicillin. 

Gastro-intestinal  disturbances  not  associated  with  hepatic  ef 
fects  are  observed  in  a small  proportion  of  individuals  as  a resul 
of  a local  stimulating  effect  of  the  medication  on  the  alimentac’ 
tract;  however,  the  normal  intestinal  gram-negative  bacteria 
flora  is  not  appreciably  altered  by  erythromycin  drugs. 

Although  allergic  manifestations  are  uncommon  with  the  us 
of  erythromycin,  there  have  been  occasional  reports  of  urticaria 
skin  eruptions,  and,  on  rare  occasions,  anaphylaxis. 

Administration  and  Dosage:  Ilosone  is  administered  orally. 
Ilosone  Pulvules® 

Ilosone  Chewable  Tablets 
Ilosone  Drops 

Ilosone,  125,  for  Oral  Suspension 

For  infants  and  for  children  under  twenty-five  pounds  of  bod; 
weight,  the  usual  dosage  is  5 mg.  per  pound  every  six  hours;  fo 
children  twenty-five  to  fifty  pounds,  125  mg.  every  six  hours 
(Tablets  Ilosone  Chewable  should  be  chewed  or  crushed  am 
swallowed  with  water.) 

For  adults  and  for  children  over  fifty  pounds,  the  usual  dosag 
of  Ilosone  is  250  mg.  every  six  hours. 

For  severe  infections,  these  dosages  may  be  doubled. 

When  larger  doses  are  indicated,  parenteral  erythromyci 
therapy  should  be  considered. 

In  the  treatment  of  syphilis,  the  recommended  total  dosage  i 
20  to  30  Gm.  given  in  divided  doses  for  a period  of  ten  to  fiftee 
days.  Close  follow-up  of  the  patient  is  necessary  since  erythrc 
mycin  drugs  have  not  had  adequate  evaluation  in  all  stages  o 
syphilis.  Examinations  of  spinal  fluid  are  recommended  as  pai 
of  the  follow-up  therapy. 

For  gonorrhea,  500  mg.  four  times  a day  for  four  days  ar 
recommended.  In  the  treatment  of  gonorrhea,  patients  with 
suspected  lesion  of  syphilis  should  have  a dark-field  examinatio 
before  receiving  antibiotics,  and  monthly  serologic  tests  shoul 
be  made  for  a period  of  three  months. 

How  Supplied:  Pulvules  Ilosone,  Capsules,  N.E,  125  and  250  mg 
(equivalent  to  base) , in  bottles  of  24  and  100. 

Tablets  Ilosone  Chewable,  N.F.,  125  mg.  (equivalent  to  base) 
in  bottles  of  50. 

Ilosone  Drops,  5 mg.  (equivalent  to  base)  per  drop,  in  10-cc. 
size  packages,  with  dropper  calibrated  at  25  and  50  mg. 

Ilosone,  125,  for  Oral  Suspension,  N.F.,  125  mg.  (equivalen 
to  base)  per  5-cc.  teaspoonful,  in  60  and  150-cc.-size  packages 

References:  1.  Griffith,  R.  S.,  and  Black,  H.  R.:  Am.  J.  M.  Sc..  2^7:69,  196< 

2.  Griffith,  R.  S.,  and  Black,  H.  R.:  Antibiotics  & Chemother.,  t2;398,  196': 

3.  Hirsch,  H.  A..  Pryles,  C.  V.,  and  Finland.  M. : Am.  J.  M.  Sc.,  2.J9.198,  1960. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206. 
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New  Staff 

We  are  particularly  fortunate  to  be  able  to  an- 
nounce, this  month,  the  appointment  of  two  new 
chairmen.  In  microbiology  we  felt  rather  strong- 
ly that  the  department  should  be  supplementary 
to  the  department  of  microbiology  that  already 
existed  on  the  campus.  Yet,  we  wanted  it  to  have 
every  opportunity  to  pursue  microbiological  re- 
search in  a traditional  direction.  For  this  reason, 
we  sought  a candidate  who  had  already  achieved 
national  recognition  for  his  work  in  microbiology 
while,  at  the  same  time,  worked  in  a clinical 
field.  From  the  background  data  on  Dr.  David 
Rifkind  which  follows  below,  you  \vill  see  that 
we  have  been  successful  in  this  venture. 

For  purposes  of  teaching  and  research,  medical 
schools  also  maintain  and  operate  animal  quar- 
ters. In  our  College  of  Medicine  we  are  setting 
up  a Division  of  Animal  Resources.  To  give  it 
leadership,  we  sought  a qualified  veterinarian, 
preferably  with  some  years  of  experience  in  vet- 
erinary practice  tempered  with  a personal  in- 
terest in  teaching  and  research.  We  feel  that  we 
have  been  particularly  fortunate  in  finding  some- 
one who  is  eminently  qualified  for  this  position. 

Dr.  David  Rifkind  was  born  in  Los  Angeles  in 
1929.  He  received  his  early  education  at  Occi- 
dental College  in  Los  Angeles  and  at  UCLA 
where  he  received  both  his  Bachelor’s  degree  and 
his  Ph.D.  degree  in  Microbiology.  Subsequently, 
he  received  an  M.D.  degree  from  the  University 
of  Chicago.  Following  a year’s  internship  at  the 
University  of  Colorado  Medical  Center  in  Den- 
ver, he  undertook  a residency  in  internal  medi- 
cine and  became  a Diplomate  of  the  American 
Board  of  Internal  Medicine  in  1964.  He  has  held 
faculty  appointments  at  the  University  of  Colo- 
rado and,  before  coming  to  Arizona,  was  Head  of 
the  Section  of  Infectious  Diseases  in  the  Depart- 
ment of  Medicine  at  that  University. 

Dr.  Rifkind  has  served  as  a consultant  physi- 
cian to  several  hospitals  in  Denver,  including  the 
Fitzsimmons  General  Hospital,  the  Veterans  Ad- 
ministration Hospital  and  the  Denver  General 
Hospital.  He  is  a member  of  several  academic 
societies  including  the  American  Society  for 
Microbiology,  the  Infectious  Diseases  Society  of 
America  and  the  Western  Society  for  Clinical 
Research. 


Dr.  Rifkind  has  made  many  contributions  to 
the  scientific  literature  in  the  field  of  general 
medicine,  microbiology  and  immunology  with 
particular  emphasis  on  the  complications,  both 
microbiological  and  immunological,  of  organ 
transplantation  and  their  prevention.  He  fully 
intends  to  pursue  these  research  activities  in  his 
new  position  as  Professor  and  Head  of  the  De- 
partment of  Microbiology  at  our  Medical  School. 

Dr.  Samuel  Hodesson  was  born  in  East 
Youngstown,  Ohio,  in  October  1912.  He  attended 
the  Youngstown  College  and  later  the  Ohio  State 
University  College  of  Veterinary  Medicine, 
from  which  he  received  a Doctorate  of  Veterin- 
ary Medicine  in  1943.  Following  a year’s  intern- 
ship he  entered  the  private  practice  of  veterin- 
ary medicine  in  El  Monte,  California,  where  he 
worked  for  nine  years.  In  1953,  Dr.  Hodesson 
entered  the  United  States  Air  Force  Veterinary 
Corps  and  served  as  Preventive  Medicine  officer 
for  the  Eighth  Fighter  Bomber  Wing  of  the  Fifth 
Air  Force.  In  1955  he  returned  to  private  prac- 
tice in  California,  during  which  time  he  con- 
structed a modem  pet  hospital  in  which  he 
trained  and  supervised  both  professional  and  lay 
associates  in  animal  care. 

In  1963  Dr.  Hodesson  sold  his  practice  to  de- 
vote full  time  to  work  in  the  Department  of  Lab- 
oratory Medicine  at  the  University  of  California 
at  Los  Angeles  and  to  pursue  his  studies  as  a 
graduate  student  in  the  UCLA  School  of  Public 
Health.  After  receiving  his  Master’s  degree  he 
traveled  extensively  so  that  he  could  tour  veter- 
inary schools  in  other  countries. 

Dr.  Hodesson  is  a member  of  the  American 
Public  Health  Association,  the  Animal  Care 
Panel,  the  American  College  of  Laboratory  Ani- 
mal Medicine,  the  Medical  Research  Association 
of  California  and  the  American  Veterinary  Medi- 
cal Association.  He  is  the  author  of  several  con- 
tributions to  the  literature,  with  particular  em- 
phasis on  the  development  of  new  surgical  tech- 
niques. He  and  Mrs.  Hodesson  are  strong  sup- 
porters of  movements  in  favor  of  the  humane 
treatment  of  animals  and  both  are  active  in  judg- 
ing dog  shows. 
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In  peptic  ulcer.. 

antacid 


therapy 

a 

new 

benefit 


CONTAINS  A BALANCED 
COMBINATION 
OF  THE  MOST  WIDELY 
USED  ANTACIDS- 
FOR  RAPID 
NEUTRALIZATION. 

PLUS  SIMETHICONE— 

TO  CONTROL 
THE  FACTOR  WHICH 
ANTACIDS  ALONE 
CANNOT  INFLUENCE. 


■ 111  Mylanta,  aluminum  and  magnesium  hydroxides  are 
balanced  to  minimize  the  chance  of  constipation  or  laxation 
and  still  achieve  rapid  acid  neutralization  and  pain  relief. 

■ The  positive  action  of  simethicone  helps  relieve  the  pain- 
ful gas  symptoms  which  often  accompany  the  peptic  ulcer 
syndrome. 

■ The  nonfatiguing  flavor  and  smooth,  nongritty  consistency 
of  tablets  and  liquid  encourage  continued  patient  coopera- 
tion during  long-term  therapy. 


Composition:  Each  Mylanta  chewable  tablet  or  teaspoonful  (5  ml.) 
of  liquid  contains:  magnesium  hydroxide,  200  mg.;  aluminum  hydrox- 
ide, dried  gel,  200  mg.;  simethicone,  20  mg.  Dosage:  one  or  two  tab- 
lets, well  chewed  or  allowed  to  dissolve  in  the  mouth,  or  one  or  two 
teaspoonfuls  of  liquid  to  be  taken  between  meals  and  at  bedtime. 


The  Stuart  Company,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. . .helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR '2 

EXTENTABS 


methamphetamine  HCl  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications;  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 

details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220  I * * J 


t^Cost  of  u 

AMBAR  EXraiTABS 

IS  APPROXIMATELY 
ONE-HALF  THAT  OF 
OTHll?  LEADING 
APPETITE 
SUPPRESSANTS. 

AN  MPOmANT  f ACTON 
iN  lONG-TENM  TNERAPf! 


CHARLES 

DICKENS* 


Pickwick  Papers 


IS  THE  FIRST  RECORDED  CASE  OF 
OBESITY  WITH  NARCOLEPSY 
DR.  C.  SIDNEY  BURWELL  COINED  THE  , 
TERM  "PICKWICKIAN  SYNDROME" IN  1955 1 


Obese  Epitaph 


in  English  graveyard 


REC0RD.F0R  EATING 


0AKIN6 

WATTw"agED  12 

WHO,  IN  1743, 
CONSUMED  384  LBS. 
OF  FOOD  IN 
SIX  DAVS.» 


Don’t  let  monilia 

cut  broad-spectrum  therapy  short... 


start  with 

Tetrex-F 

;etracycline  phosphate 
complex-nystatin 


Use  of  broad-spectrum  antibiotics  can  cause 
fungal  overgrowth  in  the  alimentary  tract... 
and  give  rise  to  symptoms  so  troublesome 
that  therapy  must  be  prematurely  stopped. 
Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  helps  you  circumvent  this  problem. 

The  nystatin  can  prevent  overgrowth  of 
monilia;  the  phosphate  complex  delivers  tet- 
racycline to  the  blood  rapidly.  Side  effects 
are  infrequent. 

High-Risk  Patients 

Tetrex-F  (tetracycline  phosphate  complex- 
nystatin)  is  especially  useful  in  patients  most 
susceptible  to  fungal  overgrowth  during  tet- 
racycline therapy:  (1)  the  elderly  or  debili- 
tated, (2)  young  children,  (3)  the  diabetic, 

(4)  those  on  long-term  tetracycline  therapy, 

(5)  those  on  steroid  therapy,  (6)  those  who 
have  had  moniliasis  before,  and  (7)  pregnant 
patients  with  a history  of  monilial  vaginitis. 

When  you  start  with  economical  Tetrex-F 
(tetracycline  phosphate  complex-nystatin), 
you  can  complete  the  full  course  of  broad- 


spectrum  therapy  with  less  chance  of  los- 
ing control  elsewhere.  A good  start  for  a 
healthy  finish. 

PRESCRIBING  INFORMATION.  For  complete  information 
consult  Official  Package  Circular.  Indications:  Infections  of  res- 
piratory, gastrointestinal  and  genitourinary  tracts  and  skin  and 
soft  tissues  due  to  tetracycline-sensitive  organisms,  in  patients 
with  increased  susceptibility  to  monilial  infections.  Contraindi- 
cations: The  drug  is  contraindicated  in  patients  hypersensitive 
to  its  components.  Warnint’s:  Photodynamic  reactions  have  been 
produced  by  tetracyclines.  Natural  and  artificial  sunlight  should 
be  avoided  during  therapy.  .Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  systemic  accumulation  and  hep- 
atotoxicity  may  occur.  In  this  situation,  lower  doses  should  be 
used.  Tooth  staining  and  enamel  hypoplasia  may  be  induced 
during  tooth  development  (last  trimester  of  pregnancy,  neonatal 
period  and  childhood).  Precautions:  Bacterial  superinfections 
may  occur.  Infants  may  develop  increased  intracranial  pressure 
with  bulging  fontanels.  In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  conducted  initially  and  monthly  for  3 
months.  Adverse  Reactions:  Glossitis,  stomatitis,  nausea,  diar- 
rhea, flatulence,  proctitis,  vaginitis,  dermatitis,  and  allergic  re- 
actions may  occur.  Usual  Adult  Dosage:  1 capsule  q.i.d.  Con- 
tinue for  10  days  in  Beta-hemolytic  streptococcal  infections. 
Administer  one  hour  before  or  two  hours  after  meals.  Supplied: 
Capsules,  bottles  of  16  and  100.  Each  capsule  contains  tetra- 
cycline phosphate  complex  equivalent  to  250  mg.  tetracycline 
HCl  activity  and  250,000  units  of  nystatin.  For  Oral  Suspension, 
125  mg.  tetracycline  and  125,000  u.  nystatin/5  ml.,  60  ml.  bottles. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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EDITORIALS 


REPRESSION 

William  B.  McGrath,  M.D. 


At  some  time  in  the  evolution  of  the  mind  a 
very  tragic  cleavage  occurred.  Men  grew  to  fear 
their  own  thoughts  and  foolishly  tried  to  deny 
them.  Men  had  lost  their  innocence:  What  if  the 
terrible,  all-knowing  God  should  suspect  their 
secret  curiosities  and  desires?  Men  doomed  them- 
selves to  live  in  furtiveness  and  dread. 

The  primitive  mistake  lay  in  the  belief  that 
there  might  be  consequences  of  thoughts  them- 
selves. 

This  was  the  origin  of  repression.  And  this  was 
the  beginning  of  the  unconscious,  the  soil  and 
source  of  all  the  neuroses. 

Neurosis  is  the  resiilt  of  an  unsuccessful  at- 
tempt to  deny  certain  thoughts  and  feelings.  But 
thoughts  and  feelings  as  such  have  no  moral  di- 
mension. They  should  not  have  to  be  repressed. 
If  there  were  no  repression,  if  there  were  in  ef- 
fect no  unconscious  content,  there  could  hardly 
be  any  occasion  for  neurosis.  Neurosis  is  really  a 
residual  of  superstition. 

Repression  is  the  fulcrum  of  the  so-called  de- 
fense mechanisms.  All  of  them  hinge  on  it.  With- 
out repression,  to  repeat,  there  would  be  nothing 
to  symbolize  or  convert  or  displace  or  project. 
Without  repression  one  could  be  absolutely  hon- 
est with  himself— and  this  is  the  goal  of  therapy. 

For  the  mental  mechanisms  are  not  mechan- 
isms of  defense  but  of  deceit. 

Angers  and  fears  are  repressed,  and  so  are 


dependency  needs  and  curiosities  and  carnal  de- 
sires. As  long  as  we  assume  a free  will  (intent) 
to  control  their  overt  expression,  there  can  be 
nothing  wrong  or  dangerous  or  at  all  consequen- 
tial about  hostile  or  sensual  feelings.  They  are 
natural  and  in  the  last  analysis  completely  inno- 
cent. 

A pre-sexual  erotic  longing  may  be  disavowed. 
But  its  correlative  psysiological  excitement  will 
persist  and  not  be  hidden.  The  tinglings  and 
smothering  sensations  and  palpitations,  the  fears 
of  open  places  and  the  invitational  swoonings  are 
almost  inevitable  and  not  difficult  to  interpret. 
Still  assuming  a civilized  control  of  behavior,  is 
there  any  imaginable  erotic  longing  that  should 
have  been  pushed  away  from  consciousness  in 
the  first  place?  Must  a child  resort  to  sleep-walk- 
ing because  it  is  “sinful”  to  have  curiosity  about 
his  sister’s  anatomy  or  a tense  interest  in  the  go- 
ings-on in  the  parents’  bedroom?  The  curiosity 
is  healthy  and  intelligent  — if  the  child  knows 
that  he  will  get  thrashed  for  any  actual  peeping! 

Intimidation  and  reactive  resentment  may  be 
disclaimed.  But  the  body  is  telling  the  trutli 
when  the  patient  presents  himself  with  his  un- 
controllable shaking  and  crying.  The  examiner 
who  describes  an  agitated  depression  when  he 
is  viewing  an  impotent  rage  has  joined  the  pa- 
tient in  a willing  deception.  Neurotic  depression 
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is  anger  turned  inward:  “I  am  not  angry,  just 
hurt.”  Why  not  admit  the  anger  to  conscious- 
ness, even  if  it  had  better  not  be  openly  dis- 
played? Anger  is  the  more  honest  emotion  — and 
far  more  self-limiting. 

A father  dies.  His  son  takes  his  place.  “Every- 
thing my  father  possessed  now  belongs  to  me.” 
Including  the  mother  and  sisters?  The  lad  soon 
becomes  immobilized  in  a failure  neurosis  with 
the  physical  symptoms  of  some  nameless  terror. 
In  the  symptoms  and  in  his  dreams  will  be  clues 
to  the  seemingly  universal  oedipus  complex  with 
its  superstitious  dread  of  annihilation.  Oh,  for 
goodness  sake!  The  boy  is  not  going  to  impreg- 
nate his  mother  and  sisters!  The  ghost  of  his 
father  is  not  coming  back  to  mutilate  him!  It  is 
the  responsibility  of  the  clergyman  and  the  fam- 
ily doctor  to  convey  such  basic  and  prohylactic 
information  to  a boy  before  he  is  overwhelmed. 
What  prurient  person  could  possibly  object  to  the 
boy’s  being  told  about  these  rudimentary  specters 
and  demons  so  that  he  can  face  them  with  under- 
standing and  wry  humor? 

People  are  so  needlessly  and  miserably  afraid 
of  their  thoughts.  A blustering  ironworker,  tem- 
porarily incapacitated  by  a low  back  sprain,  prof- 
fers a limp  right  hand.  He  is  expressing  sym- 
bolically the  fear  that  he  may  be  losing  his  grip. 
His  identity  as  a workman  is  his  only  claim  to 
virility,  the  reminder  and  the  measure  of  his  right 
to  potency.  The  hand  — “Doctor,  it  won’t  do 
what  I want  it  to  do”  — is  also  numb:  “Let  not 
thy  right  hand  know  that  thy  left  hand  is  seek- 
ing support  and  compensation.”  Now  he  will 
have  to  be  almost  hounded  to  get  his  conflicts 
out  in  the  open.  If  only  he  had  from  the  begin- 
ning acknowledged  to  himself  and  to  us  these 
human  vulnerabilities  and  uncertainties,  would 
we  not  all  have  understood  and  tried  to  help 
him? 

A woman  is  drinking  too  much.  She  seems 
somehow  to  have  forfeited  her  right  to  enjoy 
a fairly  rewarding  life  situation.  Some  years  ago 
while  she  was  briefly  but  culpably  neglectful, 
her  baby  fell  from  a table,  sustaining  some  brain 
damage.  Husband,  family  doctor,  clergyman,  all 
have  tried  repeatedly  to  reassure  her  that  she 
was  not  to  blame.  She  has  tried  to  reassure  her- 
self, tried  to  “forget”  the  guilt,  to  put  it  out  of 
her  mind. 

In  repressing  the  guilt  she  has  actually  perpet- 
uated it,  and  it  lives  on  like  a felon  in  the  dun- 


geon of  her  soul.  It  would  have  been  better  for 
her  not  to  have  struggled  against  her  remorse 
and  not  to  have  tried  to  deny  it.  She  is  on  the 
defensive  with  herself  — and  this  is  what  is  meant 
by  a defense  mechanism.  When  she  can  say  to 
herself,  “Yes,  I was  entirely  and  inexcusably  at 
fault,”  when  she  is  utterly  defenseless,  then  she 
will  find  peace. 

For  a more  painful  illustration,,  suppose  that 
this  woman’s  child  is  spastic  and  mentally  re- 
tarded. The  mother  finds  herself  trembling  and 
tearful  and  unable  to  sleep.  She  cannot  admit  to 
herself  that  there  are  times  and  places  when  she 
is  ashamed  of  the  child,  embarrassed  by  the  tact- 
fully averted  glances  of  her  neighbors.  And 
sometimes  she  has  to  fight  off  the  frank  wish 
that  the  child  had  not  been  born  or  that  it  had 
died  in  the  accident.  On  reflection  such  reactive 
emotions  do  seem  inescapable  and  really  rather 
normal.  One  could  certainly  sympathize  with  the 
incompleteness  of  her  resignation  and  with  her 
helpless  and  hopeless  rage.  She  does  not  have 
to  torture  herself  or  try  to  escape  from 
herself.  After  all  these  are  just  thoughts  and 
feelings.  She  is  not  going  to  lock  the  child  in 
the  attic  or  put  poison  in  its  food.  She  can  have 
all  these  feelings  and  still  and  truly  love  the  child 
and  take  good  care  of  it. 

Having  decided  that  one  cannot  afford  an  ex- 
pensive car  one  might  still  look  at  it  and  at  “porn- 
ographic” pictures  of  it  with  shameless  desire.  If 
a man  is  not  willing  under  any  circumstances  to 
commit  adultery,  he  can  “lust”  all  day  long  and 
imagine  having  the  whole  world  as  his  harem. 
If  one  doesn’t  intend  to  go  back  to  the  womb  or 
to  the  breast  or  the  bottle  there  smely  isn’t  any 
wrong  or  danger  in  sometimes  wishing  that  he 
could. 

There  is  an  intelligent  security  in  being  quite 
mindful  of  our  pervasive  ambivalence,  our  child- 
ish animosities  and  desires,  our  primitive  fears 
of  some  dreadful  retaliation.  Thinking  about 
these  mental  events  does  not  reinforce  or  pro- 
long them.  Dwelling  on  them  does  not  at  all  in- 
crease the  risk  that  they  will  influence  our  ac- 
tual behavior.  On  the  contrary,  they  are  dissi- 
pated only  in  consciousness. 

If  a physician  wanted  to  make  one  enormous 
contribution  to  mental  health  he  would  hang  on 
the  wall  a simple  motto  for  his  patients:  “It  Is 
All  Right  To  Be  Absolutely  Honest  With  Your- 
self.” 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution;  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


^NEOSPORirF’ 


brand 


OLYMYXfN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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O’h  IS  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shufHeboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a amer  conversation  m the  beautiful  lawn  and 

area  with  its  scenic  mountain  backdrop. 


5055  North  34th  Street 

PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

APPROVED  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATlJjj 


A Eulogy  to  Mr.  Big  C 


Doctor  Charles  Edward  Smith  died  suddenly 
on  April  18,  1967.  He  was,  as  usual,  hurrying 
about  the  business  of  keeping  up  with  his  many 
duties  to  his  career-love.  Valley  Fever.  Charley 
never  stopped  running.  The  cryptic  serology  re- 
ports familiar  to  all  Arizona  physicians  were 
personally  the  efforts  of  Big  C.  As  many  reports 
were  written  on  a plane,  train  or  in  a car  as  came 
out  of  his  office  at  the  University  of  California, 
in  Berkeley.  Here  Charley  reigned  as  Dean  of 
the  School  of  Public  Health.  His  friends  over  the 
country  were  numberless.  He  was  a dedicated, 
kindly  man.  He  was  humble  in  the  spirit  of  great 
men.  Charley  was  “The  Pioneer”  in  unravelling 
the  mysteries  of  that  tricky  fungus  disease  Coc- 
cidioidomycosis. His  sensible  attitude  and  guid- 
ing hand  was  always  at  the  helm.  He  was  quick 
and  generous  in  his  praise  of  others  who  labored 
in  this  field.  He  could  also  be  directly  critical  of 
those  who  tended  to  glamorize  or  draw  unsound 
conclusions. 

Many  are  the  stories,  some  humorous,  some 
tragic,  that  followed  Charley  in  his  pursuit  of 
that  protean  fungus  C-Immitis.  One  concerns  the 
infection  of  a large  number  of  his  students  while 
attending  a lecture  in  the  old  public  health 
building  at  Stanford.  His  laboratory  and  animals 


were  in  the  basement  of  this  building.  The  fun- 
gus spores  were  wafted  thru  the  heating  ducts 
from  the  labortory  to  the  class  room.  Another 
story  concerns  his  patient  spouse.  She  developed 
a severe  infection  after  shaking  out  Charley’s 
dusty  work  clothes  several  days  following  his 
return  from  a digging  project  in  the  San  Joaquin 
Valley. 

Doctor  Smith’s  visits  to  Arizona  were  many  and 
started  before  World  War  II.  I doubt  Davis  Mon- 
than  or  Luke  Field  would  be  here  if  Doctor 
Smith  had  not  lent  a helping  hand.  In  the  early 
days  of  their  building,  the  hundreds  of  cases  of 
Valley  Fever  developing  hampered  the  training 
program  and  caused  real  military  concern.  Doc- 
tor Smith  recommended  paving,  oiling  and  grass. 
The  incidence  of  infection  promptly  dropped  and 
saved  these  air  fields  for  Arizona. 

Charley’s  last  major  contact  with  Arizona  was 
his  performance  at  the  Second  Cocci  Symposium 
held  in  Phoenix,  in  December  1965.  Those  who 
missed  his  Banquet  address  at  this  meeting 
passed  up  an  opportunity  to  see  and  hear  a great 
man  in  action. 

A salute,  from  the  Arizona  Medical  Associa- 
fcn,  to  a dear,  departed  friend  and  colleague— 
Mr.  Big  C. 

Orin  J.  Farness,  M.D. 
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Picture  of 
bursitis 


treated  with 
Parafon  Forte®TABLETs 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  helps  to  relieve  pain, 
restore  mobility  . . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain, 1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy^ 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action,^-®  and  to  retain  effectiveness 
even  on  continued  administration,^'’^  but  which  does  not 
have  the  central  effects  of  tranquilizing  compounds. 

Prescribe  Parafon  Forte  for  lasting  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  lasting  freedom  of  movement  it  usually  provides. 


Cautions  and  side  effects:  Use  with  caution  in  patients  with 
known  drug  sensitivity.  If  a hypersensitivity  reaction  or  symp- 
toms suggestive  of  liver  dysfunction  are  observed,  the  drug 
should  be  stopped.  Occasionally,  drowsiness,  dizziness,  light- 
headedness, malaise,  overstimulation  or  gastrointestinal  dis- 
turbances may  be  noted;  rarely  gastrointestinal  bleeding, 
allergic  skin  rashes,  petechiae,  ecchymoses,  angioneurotic 
edema  or  anaphylactic  reactions  may  have  been  drug  associ- 
ated. While  Paraflex  (chlorzoxazone)  has  been  suspected  as 
being  the  cause  of  hepatic  toxicity  in  approximately  eighteen 
patients,  it  was  not  possible  to  state  that  the  dysfunction  was 
or  was  not  drug  induced.  Dosage:  Two  tablets  q.i.d.  Supplied: 
Scored,  light  green  tablets,  imprinted  “McNEIL”— bottles  of  100.  | 

References : 1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i^:316,  i 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of  I 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth,  j 
J.  L.  A.,  et  at.:  Gastroenterology  44:146,  1963.  4.  Conney,  A.  H.,  and  Burns,  I 
J.  J.:  J.  Pharmacol.  Exp.  Ther.  J2S:340,  1960.  5.  Settel,  E.:  Clin.  Med.  6 :1373,  j 

1959.  6.  Berman,  H.  H.,  et  al.:  Dis.  Nerv.  I 
Syst.  25:430,  1964.  7.  Darienzo,  C.:  Ibid.,  1 

27:189,  1966.  *o.s.  PATENT  NO,  2,895,877  j 

McNEIL  LABORATORIES,  INC.,  FORT  WASHINGTON,  PA. 


( McNEIL 


Hle4ical  CeHtet  OC-^a^  and  Clinical  Xa^i-ai^Hf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


PRESRIPTIONS  FOR 
INDUSTRIAL  PATIENTS  GIVEN 
THE  SAME  PROMPT  AND 
COURTEOUS  SERVICE 
AS  ARE  ALL  OTHERS.  WE 
SOLICIT  THIS  BUSINESS. 
WE  DELIVER. 

KEETON'S  REXALL  DRUG 

2909  West  Van  Buren 
Phoenix,  Arizona  85009 
Telephone:  272-6801 


OCCUPATIONAL  MEDICINE 
OPPORTUNITY 

There  is  presently  an  occupational  medicine 
position  available  with  Western  Electric's  new 
Cable  Plant  facility  in  Phoenix.  The  candidate 
accepted  will  be  considered  Plant  Medical  Di- 
rector and  will  be  responsible  for  the  opera- 
tion of  the  Medical  Department.  The  depart- 
ment is  new,  completely  equipped,  and  will  be 
ready  for  occupancy  in  the  fall  of  1967.  The 
Position  will  be  half-time  with  the  salary  to 
be  discussed. 

Interested  persons  should  submit  resumes  to; 

DR.  C.  W.  GRAWEY,  Staff  Medical  Director 
Western  Electric  Co.,  Inc. 

20  N.  Wacker  Drive 
Chicago,  Illinois  60606 

Western  Electric  is  an  equal  opportunity  em- 
ployer. 
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"COCA-COLA"  AND  "COKE"  ARE  REGISTERED  TRADE-MARKS  WHICH  IDENTIFY  ONLY  THE  PRODUCT  OF  THE  COCA-COLA  COMPANY. 


For  the  taste 
you  never 

get  tired  of. 


ARIZONA'S  PROFESSIONAL  AIR  AMBULANCE  SERVICE 
CUTTER  AVIATION,  INC.  sky  harbor,  phoenix 

Radar  equipped  Beechcraft  with  Certified  Instrument  Flight  Capability  to  any  point  in  the  U.S. 

and  Western  Canada.  For  reliable  24-Hour  Service  call 

CUTTER  AVIATION 

273-1237  946-2754 
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ARIZONA’S  MEDICAL  MEMORIES 

Audrey  D.  Stevens 


When  the  Mohave  County  Medical  Society 
Wcis  organized,  in  April  1899,  it  contained  six 
articles  in  the  Articles  of  Incorporation  and  ex- 
actly half  as  many  members. 

Dr.  R.  B.  Knight,  was  the  first  President  of  the 
Society,  and  was  a graduate  of  the  University  of 
Denver  (1892).  At  the  time  the  Society  was  or- 
ganized he  resided  in  Whiteside.. 

Dr.  John  W.  Flinn,  Vice  President,  graduated 
from  McGill  Medical  College  (1895)  and  at  the 
time  of  the  Society’s  organization  resided  in 
Kingman.  In  1902,  he  moved  to  Prescott.  In  1914, 
he  was  elected  President  of  the  Arizona  Medical 
Association.  Incidentally,  his  son.  Dr.  R.  S.  Flinn 
(Phoenix),  also  served  as  President  (1949)  of  the 
Association. 

The  third  charter  member  of  the  Mohave 
County  Medical  Society  was  its  first  Secretary, 
Dr.  A.  M.  Cowie.  He  was  the  most  secretive  of 
the  three  doctors.  For  example,  the  people  of 
Kingman  did  not  know  that  after  graduating 
from  Medical  School  Dr.  Cowie  spent  two  years 


in  Europe  where  he,  no  doubt,  took  post  gradu- 
ate courses. 

Not  too  long  ago  I received  a very  interest- 
ing letter  from  Dr.  Walter  Brazie,  Kingman,  de- 
scribing Dr.  Cowie  which  reads  as  follows:  “Dr. 
A.  M.  Cowie  was  most  colorful.  He  was  a Ca- 
nadian who  had  graduated  from  McGill  Medical 
School  in  1887.  He  cEime  to  Kingman  in  1893 
from  where  nobody  knew.  He  was  a man  of  mys- 
tery who  talked  very  little  about  anything  and 
nothing  of  his  past.  He  was  obviously  a man  of 
culture,  was  well  educated  and  seemed  to  have 
some  private  source  of  income.  He  also  got  very 
drunk  at  times  but  was  always  courtly  in  his 
manner  and  a gentleman  at  all  times.  During  the 
summer  he  dressed  in  white  linen  and  wore  a 
white  helmet  in  true  English  style.  On  formal 
occasions  he  wore  formal  clothes  with  a high  hat. 
He  was  much  loved  by  all.  He  died  March  18, 
1917,  from  a ruptured  Eippendix.  His  mother 
came  from  Canada  for  the  funeral  and  proved  to 
be  a Canadian  Indian.” 


Plan  to  be 
worth  $100ft00 
someday? 

WeHl  help  you 
start  now. 


With  a plan  that  insures  your  greatest  asset  — you.  That  takes  the  worry  out  of  the  future  so 
you  can  concentrate  on  getting  ahead  and  growing.  We  call  it  the  Young  Executive.  It’s  a plan 
that  provides  plenty  of  room  for  increasing  net  worth  with  $100,000  protection  right  now.  Eor 
$34.64  a month  if  you’re  28.  Want  to  know  more?  Call  us.  Today. 

PHOENIX  TUCSON 


Don  Chanay  — 2214  N.  Central 
258-7896 


Harold  Jacobs  — 630  Craycroft 
296-6279 


Representing  MIDLAND  MUTUAL  LIEE 
Serving  people  sinee  1906 
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Cervical  glands^ 


Seminal  vesicles' 


Prostate  gland 


BartKdIih’s 

■ ''"N 


Destroys  Trichomonads  Wherever  They  Are 


Flagyl  seeks  out  the  sites  where  trichomonads 
hide.  Only  a systemic  agent  can.  Only  Flagyl 
does,  selectively  and  effectively. 

Flagyl  destroys  trichomonads  in  the  inner 
crypts,  glands  and  cavities  of  the  genitouri- 
nary tract  in  both  women  and  men.  Conse- 
quently, Flagyl  is  capable  not  only  of  curing 
trichomoniasis  in  women  but  also  of  prevent- 
ing reinfection. 

Correctly  used,  with  due  attention  to  repeat 
courses  of  treatment  for  resistant,  deep-seated 
invasion  and  to  the  presumption  of  reinfection 
from  male  consorts,  Flagyl  has  repeatedly  pro- 
duced up  to  100  per  cent  cure  in  large  series 
of  patients. 

When  the  diagnosis  of  trichomoniasis  is 
positive,  Flagyl  is  positive. 

Dosage  and  Administration  — In  women:  one  250- 
mg.  oral  tablet  three  times  daily  for  ten  days.  A vag- 
inal insert  of  500  mg.  is  available  for  local  therapy 
when  desired.  When  the  inserts  are  used  one  vagi- 
nal insert  should  be  placed  high  in  the  vaginal  vault 
each  day  for  ten  days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 


In  men  in  whom  trichomonads  have  been  demon- 
strated; one  250-mg.  oral  tablet  twice  daily  for  ten 
days. 

Contraindications  — Pregnancy;  disease  of  the  cen- 
tral nervous  system;  evidence  or  history  of  blood 
dyscrasia. 

Precaution  — Complete  blood  cell  counts  should  be 
made  before,  during  and  after  therapy,  especially  if 
a second  course  is  necessary. 

Side  Effects  — Infrequent  and  minor  side  effects  in- 
clude nausea,  metallic  taste,  furry  tongue  and  head- 
ache. Other  effects,  all  reported  in  an  incidence  of 
less  than  1 per  cent,  are  diarrhea,  dizziness,  vaginal 
dryness  and  burning,  dry  mouth,  rash,  urticaria, 
gastritis,  drowsiness,  insomnia,  pruritus,  sore  tongue, 
darkened  urine,  anorexia,  vomiting,  epigastric  dis- 
tress, dysuria,  depression,  vertigo,  incoordination, 
ataxia,  abdominal  cramping,  constipation,  stomati- 
tis, numbness  of  an  extremity,  joint  pains,  confu- 
sion, irritability,  weakness,  flushing,  cystitis,  pelvic 
pressure,  dyspareunia,  fever,  polyuria,  incontinence, 
decreased  libido,  nasal  congestion,  proctitis  and  py- 
uria. Elimination  of  trichomonads  may  aggravate 
candidiasis. 

Dosage  Forms 

Oral— 250-mg.  tablets.  Vaginal— 500-mg.  inserts 


SEARLE 


Research  in  the  Service  of  Medicine 
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Annual 

Meeting 

Activity 


James  M.  Landeen,  M.D.  (L)  receives  the  Mead  John- 
son Aesculapius  Award  and  check  for  $200.00  from  Dr. 
Dysterheft. 


Harry  J.  Felch,  M.D.  (L)  receives  his  50  Year  Club 
Plaque  from  Arnold  H.  Dysterheft,  M.D.,  President. 


Arnold  H.  Dysterheft,  M.D.,  President  (L)  presents 
AMA-ERF  check  to  Merlin  K.  DuVal,  M.D.,  Dean, 
College  of  Medicine,  U of  A. 


Paul  B.  Jarrett,  M.D.  (L)  receives  his  Past-President’s 
plaque  from  Arnold  H.  Dysterheft,  M.D.,  President. 


Martin  G.  Fronske,  M.D.  (L)  is  presented  with  the 
A.  H.  Robins  Community  Service  Award  by  Dr.  Dyster- 
heft. 


First  Annual  Past-Presidents  Luncheon,  April  26,  1967. 

Seated  L to  R:  Abe  I.  Podolsky,  M.D.  — 1956;  Charles 

L.  Hudson,  M.D.,  President  AMA;  William  B.  Steen, 

M. D.  - 1963. 

Standing  L to  R:  Dermont  W.  Melick,  M.D.  — 1959; 
Clarence  E.  Yount,  Jr.,  M.D.  — 1962;  Paul  B.  Jarrett, 
M.D.  - 1966;  Carlos  C.  Craig,  M.D.  - 1957;  W.  Albert 
Brewer,  M.D.  — 1964. 
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Soyalac  solves  the  problem 


Soyalac 


...and  BABY  APPROVES  ! 

Baby  has  a thing  or  two  to  say  about  a hypo-allergenic,  milk- 
free  diet! 

Soyalac  is  the  good-tasting,  fibre-free  formula  that  infants  read- 
ily accept.  The  exclusive  Soyalac  process  results  in  a consist- 
ency much  like  milk,  with  a light,  creamy  color  — and  nut-like 
flavor  but  without  a trace  of  sediment. 

Soyalac  satisfies  the  infant.  Strikingly  similar  to  mother’s  milk, 
it  provides  protein  of  high  biologic  value  and  balanced  nutri- 
ents. Clinical  data  furnish  evidence  of  Soyalac’s  excellence  in 
promoting  normal  growth  and  development. 


m, 

request  on  your  professional  letterhead  or  prescription  form 
'ill  bring  to  you  complete  information  and  a supply  of  samples. 


a product  of 

LOMA  LINDA  FOODS 

EDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.S.  A. 
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REPRIHTS 


HOW  WE  UPGRADED  THE  QUALITY 
AND  LOWERED  THE  COST  OF  OUR 
SURGICAL  TREATMENT 


Department  of  General  Surgery  of  the  Affiliated 
Hospital  of  the  Tsingtao  Medical  College, 
Tsingtao 


The  fundamental  policy  of  our  socialist  health 
work  is  primarily  to  serve  the  workers,  peasants 
and  soldiers.  How  to  concretely  carry  out  this 
policy  is  a matter  of  principle  for  every  medical 
worker.  Bound  by  foreign  and  old  orthodoxy,  we 
had  gotten  into  a rut  of  seeing  only  the  illness 
and  often  failing  to  take  account  of  the  over-all 
interests  of  the  patient.  That  is,  not  only  curing 
the  disease  but  also  lowering  the  patient’s  finan- 
cial burden  and  the  state  s expenditures.  Wasteful 
practices  existed  especially  in  blood  and  fluid 
infusion  and  in  the  use  of  antibiotics.  This  in- 
creased the  patient’s  and  the  state’s  economic 
burden  and  sometimes  precluded  patients  from 
receiving  timely  and  sufficient  treatment  of  their 
illnesses. 

Could  we,  on  the  basis  of  continuously  raising 
the  quality  of  our  medical  treatment,  strive  to 
reduce  medical  costs  in  order  to  lighten  the 
financial  burden  of  the  patients  and  the  state? 
This  was  a keen  test  of  whether  or  not  our  med- 
ical personnel  could  correctly  implement  the 
Party’s  policy  on  health  work,  cultivate  a social- 
ist style  of  work  and  provide  whole-hearted  serv- 
ice for  the  people.  Our  recent  work  has  shown 
that  so  long  as  politics  is  placed  in  command  and 
man’s  initiative  is  brought  into  full  play,  medical 
expenditures  can  definitely  be  reduced.  Our 
previous  understanding  of  this  question  was  by 
no  means  adequate,  for  we  had  believed  that 
raising  the  quality  of  medical  treatment  was  in 
contradiction  to  cutting  costs.  In  our  medical 
work,  excessive  attention  was  paid  to  the  role  of 
techniques  and  drugs  while  the  subjective  moti- 
vation of  man  was  relatively  neglected.  With  the 
study  of  Serve  the  People\  In  Memory  of 
Norman  Bethune^  and  The  Foolish  Old  Man 
Who  Removed  Mountains^  by  Chairman  Mao, 

Chinese  Medical  Journal,  85:457-462,  July,  1966 


we  reviewed  our  ideology  and  checked  up  on  our 
work  and  came  to  realize  that  in  order  to  be- 
come medical  workers  of  the  socialist  era,  dedi- 
cated heart  and  soul  to  the  service  of  the  people, 
we  ourselves  must  first  undergo  a thorough 
ideological  revolutionization.  This  is  the  essential 
prerequisite  for  the  revolutionization  of  medical 
work.  Under  the  leadership  of  the  Party  and  by 
cooperating  to  raise  their  political  and  technical 
levels,  the  medical  staff  in  our  department  set 
about  economizing  in  blood,  fluid  infusions  and 
antibiotics,  while  maintaining  or  enhancing  the 
quality  of  medical  treatment.  As  a result,  medical 
expenditures  went  down  remarkably  (Table  1). 
This  was  gladly  welcomed  by  our  patients, 
especially  by  the  poor  and  lower-middle 
peasants. 


CONCRETE  MEASURES  AND  RESULTS 
Economizing  on  blood  and  fluid  infusion. 

We  formerly  transfused  large  amounts  of 
blood  and  fluid  pre-  and  postoperatively.  Pa- 
tients undergoing  major  operations  such  as  sub- 
total gastrectomy,  splenectomy,  cholecystectomy, 
neplirectomy  and  pericardectomy  would  usually 
be  given  400-600  ml  of  blood  during  the  opera- 
tion. Now,  thanks  to  improvement  in  our  basic 
techniques  and  in  our  methods  of  hemostasis, 
blood  transfusion  is  not  usually  necessary  in  such 
operations.  Operations  such  as  splenorenal  ven- 
ous anastomosis,  pancreatoduodenectomy  and 
pulmonary  lobectomy  which  previously  needed 
a large  amount  of  blood,  now  need  much  less. 
The  amount  of  blood  transfused  in  230  opera- 
tions performed  between  July  and  December 
1965  was  decreased  by  64.9%  as  compared  with 
141  similar  operations  performed  in  a similar 
period  in  1964. 
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Table  1.  Means  and  results  of  reducing  medical  expenses  in  operative  cases 

1964  compared  with  1965 


From  July 

to  December  1964 

From  July 

to  December  1965 

_ CJ  ^ 

Type  of  operation. 

Cases 

Average  days 
of  hospital- 
ization 

Average 
amount  of 
blood  (ml)  used 

Average 
amount  of 
fluid  (ml)  given 

in 

a; 

in 

cd 

U 

Average  days 
of  hospital- 
ization 

Average 
amount  of 
blood  (ml)  used 

Average 
amount  of 
fluid  (ml)  given 

Average  reductio 
of  medical  costs 
between  July  to 
Dec.,  1964  and  Ju 
to  Dec.,  1965  (%) 

Subtotal  gastrectomy 

41 

24.0 

648.9 

16,339.4 

67 

17.5 

122.4 

7,063.1 

60.4 

Thyroid  operation 

15 

25.5 

155.0 

2,266.1 

23 

14.3 

13.0 

1,374.7 

42.3 

Splenectomy 

11 

28.0 

686.3 

9,516.3 

22 

33.3 

465.9 

5,561.4 

19.7 

Radical  excision  of 
cancer  of  the  breast 

7 

37.1 

428.5 

4.090.0 

10 

25.8 

270.0 

3,295.0 

32.9 

Radical  esophagectomy 

25 

37.0 

1,237.5 

1,887.5 

37 

27.8 

536.0 

1,373.1 

32.2 

Pericardectomy 

7 

74.2 

976.0 

2,404.0 

14 

49.9 

377.3 

1,463.4 

42.6 

Excision  of  tuberculous 
focus  of  the  spine 

27 

78.6 

375.0 

1,788.5 

38 

41.2 

134.0 

1,665.7 

46.7 

Prostatectomy 

8 

26.0 

350.0 

2,515.0 

19 

18.9 

129.0 

1,632.5 

31.4 

Total 

141 

41.4 

729.9 

5,112.2 

230 

28.6 

256.0 

2,928.6 

39.2 

The  key  to  reducing  the  need  for  blood  trans- 
fusion is  to  obtain  meticulous  hemostasis  during 
operation.  To  do  this,  we  have  adopted  the  fol- 
lowing measures:  (a)  Skin  clips:  Stainless  steel 
skin  clips  are  applied  to  the  skin  edges  in  in- 
cisions in  regions  which  are  liable  to  bleed 
profusely,  such  as  the  scalp,  thorax  and  abdomen. 
By  tire  time  the  operation  has  been  completed, 
the  bleeding  has  ceased  and  the  clips  can  be 
removed.  This  method  results  in  thorough  hemo- 
stasis; it  is  time-saving,  and  obviates  the  use  of 
ligatures,  (b)  Injection  of  1:150,000  or  1:400,000 
adrenalin  solution  into  the  incision  site.  The  solu- 
tion is  made  by  mixing  1 ml  of  1:1,000  adrenalin 
with  150-400  ml  of  physiologic  saline  or  0.25% 
procaine.  The  injection  of  this  solution  into  in- 
cision sites  in  the  scalp,  thorax  and  abdominal 
wall,  the  capsule  of  kidney  during  neplirectomy, 
and  the  bladder  wall  during  partial  cystectomy, 
results  in  marked  reduction  in  hemorrhage,  (c) 
Mastery  of  basic  techniques  and  of  operative 
procedures.  Every  operative  detail  is  planned 
and  meticulously  executed,  thereby  reducing 
blood  loss  and  shortening  the  operating  time. 

Formerly,  we  often  gave  postoperative  patients 
excessive  and  prolonged  intravenous  fluid  ther- 
apy. For  example,  after  a subtotal  gastrectomy 
we  would  often  give  2,500-3,000  ml  of  intra- 
venous fluid  daily  for  3-4  days.  Nowadays,  in- 
stead of  intravenous  therapy,  we  give  sugar 
solution,  milk  and  other  foods  through  an  oral 
plastic  tube  manipulated  into  the  jejunum  during 


operation.  This  reduces  the  patient’s  suffering 
and  is  much  cheaper.  In  the  2 groups  of  cases 
referred  to  above,  the  amount  of  fluid  infused 
was  42.7%  less  in  1965  than  in  1964. 

Upgrading  aseptic  technique  in  order  to  re- 
duce the  use  of  antibiotics.  In  the  past  we  were 
wasteful  and  indiscriminate  in  our  use  of  anti- 
biotics. Even  in  clean  operations  we  usually  gave 
prophylactic  antibiotics,  sometimes  multiple  anti- 
biotics in  heavy  dosage.  During  the  past  6 
months,  we  have  not  used  any  prophylactic  anti- 
biotics in  aseptic  operations  but  instead  we  have 
upgraded  our  basic  techniques  and  aseptic  pro- 
cedures and  we  have  kept  our  patients  under 
closer  observation.  With  regard  to  operations  for 
infectious  lesions  such  as  tuberculosis  of  the 
spine,  very  little  or  even  no  antibiotic  is  neces- 
sary provided  the  procedure  is  meticulously  car- 
ried out  and  the  focus  is  thoroughly  eradicated. 
In  this  series,  a comparison  of  the  periods  from 
July  to  December  in  1964  and  1965  shows  a 
drop  of  40.1%  in  the  cost  of  antibiotics  used 
in  1965. 

Developing  democracy  in  technical  matters 
and  establishing  mutual  cooperation.  Before  rela- 
tively complicated  operations,  a serious  discus- 
sion should  be  held  and  during  the  operation  all 
the  people  concerned  should  closely  cooperate. 
These  are  important  measures  to  raise  the  qual- 
ity of  the  operation  and  to  guarantee  the  safety 
of  the  patient.  For  example,  prior  to  pericardec- 
tomy people  from  the  departments  involved  are 
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invited  to  a discussion  to  map  out  concrete  pro- 
cedures. During  the  operation  the  anesthetist, 
according  to  the  venous  pressure,  keeps  a strict 
control  over  the  amount  of  fluid  transfused.  This 
minimizes  the  danger  of  postoperative  cardiac 
failure  due  to  excessive  or  improper  fluid  trans- 
fusion. Physicians  observe  the  electrocardiogram 
during  the  operation  so  as  to  detect  every  change 
in  cardiac  function  and  to  administer  appropriate 
medication  in  good  time.  In  this  way,  the  oper- 
ators can  concentrate  all  their  attention  on  the 
operation.  Since  adopting  this  practice  half  a 
year  ago,  out  of  a total  number  of  14  such 
operations  performed,  there  was  only  1 death. 
The  mortality  rate  fell  from  14.3%  in  July- 
December  1964  to  7.1%  in  the  corresponding 
period  of  1965. 

Simplification  of  laboratory  tests.  We  used 
to  be  strongly  influenced  by  so-called  routines. 
As  soon  as  a patient  was  admitted  to  the  hospital, 
he  underwent  a series  a laboratory  tests  in  order 
to  collect  complete  data.  This  not  only  increased 
the  patient’s  financial  burden,  but  also  delayed 
treatment.  This  practice  can  only  be  described 
as  scholasticism.  Although,  it  goes  without  say- 
ing that  laboratory  examinations  which  assist  in 
diagnosis  or  treatment  should  continue  to  be 
done,  since  many  tests  which  are  not  related  to 
diagnosis  or  treatment  have  now  been  discarded, 
our  patients  can  usually  be  operated  upon  1 or 
2 days  after  admission. 

Shortening  the  duration  of  treatment.  In  order 
to  shorten  the  duration  of  treatment,  the  subjec- 
tive motivation  of  both  the  medical  workers  and 
the  patients  must  be  tapped.  Medical  workers 
must  treat  their  patients  in  a planned  way  and, 
they  should  also  strengthen  their  patients’  ideolo- 
gy, give  them  confidence  and  determination  to 
overcome  their  diseases  so  that  they  will  co- 
operate fully  and  recover  sooner.  For  this  reason, 
when  in  the  outpatient  department  we  have 
established  a diagnosis  and  concluded  that  the 
patient  needs  hospitalization  and  operation,  we 
explain  in  great  detail  the  nature  of  the  disease, 
the  purpose  of  the  operation  and  the  probable 
results.  This  reassures  the  patient.  We  also  help 
patients  to  solve  any  concrete  problems  in  their 
work  or  homes  so  that  they  find  it  easy  to  settle 
down  in  the  ward  and  cooperate  in  their  treat- 
ment. We  carry  out  as  many  preoperative  exam- 
inations as  possible  in  the  outpatient  depart- 
ment and  complete  all  necessary  preoperative 
preparation  so  that  operation  can  be  performed 


soon  after  admission.  This  shortens  the  duration 
of  hospitalization,  reduces  the  cost  of  treatment 
and  increases  the  rotation  rate  of  hospital  beds. 
The  average  duration  of  hospitalization  from 
July  to  December  1965  fell  by  30.9%  as  com- 
pared with  that  of  the  corresponding  period  in 
1964. 

SOME  CONCEPTS 

Give  prominence  to  politics  and  let  ideology 
take  the  lead.  The  revolutionization  of  our  med- 
ical work  through  ideological  struggle  is  for  the 
purpose  of  eradicating  bourgeois  work  styles  and 
establishing  a proletarian  work  style.  An  im- 
portant aspect  of  this  is  to  upgrade  the  quality 
and  reduce  the  cost  of  medical  treatment.  We 
were  able  to  make  achievements  precisely  when 
we  placed  Mao  Tse-tung’s  thought  in  command 
and  creatively  studied  and  applied  his  writings 
to  guide  our  ideology  and  work.  Facts  have 
shown  that  when  political  and  ideologic  work 
guides  vocational  work  and  is  truly  put  in  com- 
mand, vocational  work  flourishes  and  wins  suc- 
cesses. Medical  treatment  must  at  all  times  and 
in  every  respect  proceed  from  the  patients’  inter- 
ests. Ideologic  work  on  patients  is  no  less  im- 
portant than  operations  or  drug  treatment  and 
it  brings  the  subjective  motivation  of  our  medical 
staff  into  full  play.  It  would  be  wrong  to  one- 
sidedly  stress  the  role  of  drugs  and  surgery  and 
to  ignore  the  subjective  motivation  of  the  med- 
ical workers  and  the  importance  of  ideologic 
work  on  patients.  This  would  be  seeing  only  the 
material  factors  and  ignoring  man  himself.  The 
idea  that  medical  treatment  uses  money  is  one- 
sided. The  revolutionization  of  our  medical  work 
should  overturn  old,  unreasonable  scholastic 
styles  and  regulations  and  establish  a set  of 
styles  and  regulations  which  are  in  conformity 
with  the  socialist  system  and  with  the  require- 
ments of  the  broad  masses  of  the  people. 

Correctly  apply  the  viewpoint  of  “an  entity 
splits  into  2 contradictory  parts.”  Raising  the 
quality  of  medical  treatment  and  lowering  its 
cost  form  a dialectical  unity  of  opposites.  Some 
maintained  that  it  was  impossible  to  both  re- 
duce the  cost  and  enhance  the  quality  of  the 
work  done,  and  that  a doctor’s  responsibility  was 
only  to  treat  patients  and  avoid  mishaps.  Dis- 
cussion of  Chairman  Mao’s  works  showed  us  that 
we  should  not  advocate  unprincipled  lowering 
of  medical  expenditures,  but  that  we  should, 
while  showing  the  utmost  responsibility  for  our 
patients  and  ensuring  that  the  quality  of  our 
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work  did  not  suffer,  eliminate  all  laboratory  ex- 
aminations which  had  no  bearing  on  treatment 
and  do  away  with  excessive  blood  and  fluid 
transfusion  and  antibiotics;  that  we  should  de- 
velop the  revolutionary  spirit  of  daring  to  think 
and  daring  to  do,  while  persevering  in  the  seien- 
tific  attitude  of  seeking  truth  from  facts.  Blood 
transfusion  and  antibiotics,  if  based  on  the  actual 
needs  of  the  patient,  can  do  much  good,  but  if 
wrongly  used  they  can  be  harmful.  For  example, 
in  operations  such  as  pericardectomy  and  pneu- 
monectomy, if  excessive  blood  or  fluid  is  trans- 
fused, the  function  of  the  newly  liberated  heart 
or  lung  may  be  severely  impaired  and  life  can 
be  endangered.  Overemphasis  on  lowering  med- 
ical costs  while  neglecting  to  raise  the  quality 
of  treatment  is  erroneous.  So  also  is  the  view- 
point that  the  raising  of  the  quality  of  medical 
work  is  incompatible  with  lowering  expenditures. 
The  concept  of  an  entity  splitting  into  2 contra- 
dietory  parts  should  be  correctly  applied  in 
clinical  work.  In  handling  different  patients, 
specific  conditions  must  be  taken  into  full  ac- 
count in  order  to  arrive  at  a correct  diagnosis 
and  effective  treatment.  The  work  of  our  depart- 
ment from  July  to  December  1965  has  proved 
that  it  is  necessary  and  possible  to  both  min- 
imize medical  costs  and  raise  the  quality  of 
work  (Table  2). 


Table  2.  Comparison  of  results  of  medical 
treatment  of  2,437  in-patients 


OJ 

Recovery  rate 

Death 

rate 

.2  oS 

Inpa- 

tient: 

1 

Cases 

% 

Cases 

% 

Rotal 

rate 

beds 

July  to  Dec. 
1964 

1,013 

848 

83.7 

45 

4.4 

6.8 

July  to  Dec. 
1965 

1,423 

1,231 

86.5 

57 

4.0 

9.5 

Difference(%)  +40.5 

+3.3 

—9.7  +40.6 

Organizational  work  must  be  put  into  effect 
and  the  masses  should  be  mobilized.  Many  fac- 
tors were  responsible  for  the  poor  quality  of  our 
previous  work.  One  of  them  was  that  organiza- 
tional work  was  not  put  into  effect.  In  order  to 
bring  the  initiative  of  the  whole  medical  staff 
into  play,  we  first  organized  medical  groups  so 
that  every  task  was  carried  out  under  unified 
leadership,  by  a particular  group  or  a particular 
person.  We  surveyed  100  case  histories  which 
revealed  wasteful  use  of  blood  and  antibiotics. 
Then  members  of  the  medical  teams  held  dis- 


cussions and  study  meetings  to  clarify  the  direc- 
tion of  work.  This  resulted  in  many  improve- 
ments. Now,  as  soon  as  a patient  is  admitted, 
we  draw  up  a plan  of  treatment  and  at  the  same 
time,  people  are  assigned  particular  responsi- 
bilities in  a spirit  of  cooperation  and  mutual 
supervision.  A period  of  experimentation  has 
proved  that  the  results  are  satisfactory.  In  the 
treatment  of  20  cases  of  tuberculosis  of  the  spine, 
the  amount  of  penicillin  and  streptomycin  used 
fell  by  88.3%  and  34.4%  respectively.  This  work 
method  has  now  been  adopted  in  our  depart- 
ment. 

To  summarize,  medical  expenditures  can  be 
reduced  while  the  quality  of  work  is  contin- 
uously being  raised.  The  key  to  this  is  to  give 
prominence  to  politics,  to  apply  the  viewpoint 
of  an  entity  splitting  into  2 contradictory  parts, 
to  creatively  study  and  apply  Chairman  Mao’s 
works,  to  correctly  handle  the  relationship  be- 
tween human  and  material  factors,  to  place 
political  and  ideologic  work  first  and  to  em- 
brace the  ideology  of  whole-heartedly  serving 
the  people. 

SUMMARY 

The  recent  work  of  our  general  surgical  de- 
partment has  shown  that  so  long  as  politics  is 
placed  in  command  and  man’s  initiative  is 
brought  into  full  play,  medical  expenditures  can 
definitely  be  reduced  while  the  quality  of  med- 
ical treatment  is  raised. 

The  concrete  measures  adopted  were:  (a) 
economizing  on  blood  and  fluid  infusion  by  im- 
proving hemostasis  and  basic  surgical  techniques, 
( b ) reducing  the  use  of  antibiotics  by  upgrading 
aseptic  technique,  (c)  developing  mutual  co- 
operation among  all  the  people  concerned,  (d) 
simplifying  the  routine  laboratory  tests,  and  (e) 
shortening  the  duration  of  hospitalization  by 
carrying  out  preoperative  preparations  in  the 
outpatient  department. 
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‘“Mental  Fitness” 

Author:  William  B.  McGrath,  M.D. 

Publisher:  Arizona  Foundation  for  Neurology 
and  Psychiatry,  Phoenix,  Arizona  85018 

It  is  always  a pleasure  to  read  and  review  a 
good  book.  That  pleasure  is  multiplied  when 
the  author  is  personally  known;  remultiplied 
when  he  happens  to  be  an  Arizona  physician; 
and  reinultiplied  again  when  the  book  is  of  the 
calibre  of  “Mental  Fitness”  by  William  B.  Mc- 
Grath, M.D. 

“Mental  Fitness”  is  a collection  of  Essays  writ- 
ten about  various  phases  of  psychiatry  which 
have  been  of  more  than  passing  interest  to  the 
author.  It  contains  only  117  pages,  is  priced  at 
$3.50,  and  may  be  purchased  from  the  Arizona 
Foundation  for  Neurology  & Psychiatry,  5055  N. 
34th  St.,  Phoenix,  Arizona,  85018. 

Dr.  McGrath  is  not  only  the  President  of  the 
Foundation,  but  also  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
Board  of  Directors  of  the  Maricopa  County  Med- 
ical Society  and  the  Arizona  State  Hospital.  He 
is  also  a busy  practicing  psychiatrist  and  a pro- 
lific author. 

“Mental  Fitness”  is  more  than  adequately  in- 
troduced by  Otto  L.  Bendheim,  M.D.,  the  au- 
thor of  its  first  chapter,  “A  Word  to  the  Beader.” 
The  Essays  follow  naturally  one  after  another 
after  an  introductory  essay  on  “Gestures”  and 
expound  on  some  commonly  encountered  prob- 
lems in  the  lives  of  any  and  all  physicians. 

The  table  of  contents  bears  such  interesting 
and  thought  provoking  titles  as  “The  Accident- 
Prone  Child,”  “Plaintive  Industrial  Patient,”  “The 
Doctor’s  Child,”  “Adjustment  to  Marriage,”  “Love 
is  a Verb,”  “Profile  of  an  Addict,”  “Fine  Print  of 
any  License,”  and  “The  Doctor’s  Consultation 
Room,”  along  with  others. 

The  book  is  exactly  what  it  purports  to  be— a 
collection  of  Essays.  That  the  essays  should  deal 
with  a particular  field  is  fortunate,  for  one  must 
only  begin  to  read  when  he  is  faced  with  and 
recognizes  the  humor,  wit,  self-candor,  under- 
standing, compassion  and  the  technical  knowl- 
edge of  the  author. 


“Mental  Fitness”  may  be  read  in  several  hours. 
It  will  be  reread  often.  The  reader  is  enchanted 
and  enticed  with  phrases  such  as  these; 

“It  is  the  duty  of  the  professional  man  and  the 
executive  to  make  it  easier  for  others  to  tell 
the  truth.” 

“Hospitality  must  be  wholeheartedly  inviting.” 

“Professionalism  is  almost  defined  by  the  abil- 
ity to  discriminate  between  familiarity  and 
friendliness.” 

“The  paternalistic  physician  will  assume  re- 
sponsibilities which  should  abide  with  the  pa- 
tient.” 

“Distress  is  not  a disease  if  it  is  proportionate 
to  the  distressing  situation.” 

“Insects  and  birds  and  teenagers  all  stomp  to 
and  fro  in  their  mating  dances.” 

This  reviewer  was  impressed  by  several  things 
about  “Mental  Fitness”:  the  complete  honesty  of 
the  author;  the  insight  and  command  which  he 
possesses  in  his  specialty  field;  and  his  incom- 
parable command  of  grammar  syntax  and  the 
English  language. 

The  book  is  highly  recommended. 


“A  Psychological  Approach  to  Heart  Disease  ” 
Author:  Jacob  Samuel  List,  Ph.D.,  L.H.D.,  LL.D. 
Publisher:  Institute  of  Applied  Psychology,  Inc. 
15  E.  40th  St.,  New  York, 

New  York  I00I6 

The  book  is  a pocket-size  edition  containing 
103  pages  including  a Bibliography.  It  attempts 
to  synthesize  physiology  and  psychology  into  a 
functional  theory  of  heart  disease  and  does  so 
rather  well,  although  the  language  of  the  book 
is  far  from  technical,  and  would  be  suitable  to 
non-professional  distribution  and  consumption. 

It  contains  but  five  chapters,  each  aptly  titled, 
ranging  from  “They  Might  Have  Lived”  to  “The 
Decision  to  Act.” 

The  book  may  probably  be  recommended 
reading  for  patients  with  primary  heart  disease 
who  cannot  reconcile  their  disease  with  the 
abrupt  curtailment  of  activity  which  the  condi- 
tion mandates.  Recommended  reading  for  any 
physician  seeking  information. 

Roland  F.  Schoen,  M.D. 


June,  1937 
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CO— op.er.a.tion,  co.op.er.a.tion,  co.op.er.a.tion 

(ko— op'er— a’shen),  n.  1.  a co-operating;  joint 

effort  the  benefits  of  which  are  shared  by  all  members. 


UP  TO  $1,000  MONTHLY  BENEFIT 
NOW  AVAILABLE 

ON  A STATEWIDE  BASIS  ■ MEANS  STABILITY 


Disability  Insurance  pays. ..not  only  when  you’re  sick  or 
injured. ..but  also  in  “peace  of  mind”  when  you’re  well! 

“The  Only  Known  Substitute  for  Earning  Power” 

NATIONAL  CASUALTY  COMPANY 

OF  DETROIT,  MICHIGAN 

Arizona  Representatives 

PHOENIX  ★ CHARLES  A.  de  LEEUW  TUCSON  ★ RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 

(PHONE  266-2403)  (PHONE  623-7941) 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 

Scottsdale's  Newest 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 

& Finest  Medical  Building 


OPHTHALMOLOGY 


PHYSICAL  THERAPIST 


Peter  S.  Sykowski,  M.D.,  F.A.C.S. 


Jean  Hoffman,  R.P.T. 


DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Patrick  Ryan,  D.D.S 


OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


PSYCHIATRY 

Murray  Urie,  M.D. 
GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C,  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

6nO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


PHOENIX  18,  ARIZONA 
955-6200 


clinical  psychology 

and  family  counselling 


THE  DIAGNOSTIC 

LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 

\ 

\ 

Q 

PATHOLOGISTS 

Maurice  Rosenthal,  M.D.  ^ 

George  Scharf,  M.D.  ' 

Seymour  B.  Silverman,  M.D. 

Bland  Giddings,  M.D. 

Sidney  H.  Zuber,  M.D. 

/ RADIOLOGISTS 

fi  1130  E.  McDowell  Office  - 258-1601 

1 Marcy  L.  Sussman,  M.D. 

1901  E.  Thomas  Road  Office  - 274-3603 

Edward  L.  Batts,  M.D. 

William  S.  Stone,  M.D. 

George  A.  Gentner,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1901  East  Thomas  Road  • Phoenix,  Arizona  • Phone  264-2101 
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Pharmacy  Directory 


Classified 


FAIRMONT  PHARMACY 

3231  East  McDowell  Rd.  Phoenix,  Arizona 

PRESCRIPTIONS  - DRUGS 
COSMETICS  - FOUNTAIN 

BRidge  5-571 9 FREE  DELIVERY 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


DOCTOR'S  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Private  practice  available  for  Board  certified 
or  Board  eligible  Internist  at  Cottonwood, 
Arizona.  New  hospital  facilities  available,  plus 
office  space.  Estimated  income  of  approximate- 
ly $30,000  for  first  year.  Any  other  necessary 
information  please  contact  Roland  W.  Wilpitz, 
Administrator,  Marcus  J.  Lawrence  Memorial 
Hospital,  P.  O.  Box  548,  Cottonwood,  Arizona 
86326. 


University  trained.  Board-eligible  internist,  sin- 
gle, age  31,  now  completing  two  years  gastro- 
enterology in  Boston.  Wants  to  join  clinic  or 
group  in  Southwest,  July  1967.  Medical  School 
affiliation  and  teaching  opportunity  desirable. 
No  military  obligations.  Write:  J.  C.  May,  M.D., 
Mallory  Institute  of  Pathology,  Boston  City  Hos- 
pital, Boston,  Massachusetts  021  18. 


"WANTED:  Locum  Tenens  in  Prescott,  Arizona. 
Solo  GP  desires  vacation  from  October  15, 
1 967,  to  December  1 0,  1 967.  Terms:  50%  of 
gross  for  services  rendered.  No  overhead.  Must 
have  Arizona  License,  and  Credentials  accep- 
table to  the  Medical  Staff  of  Yavapai  Com- 
munity Hospital."  Reply:  R.  G.  Hardenbrook, 
M.D.,  316  Grove  Avenue,  Prescott,  Arizona. 
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An  addition  to  a presently  operating  Medical 
Unit  is  being  formed  in  Carmichael,  California. 
Carmichael  is  a community  of  forty  thousand 
people  located  ten  miles  Northwest  of  Sacra- 
mento. It  is  a fast  growing  area,  within  a two 
mile  radius  of  two  new  hospitals,  plus  a number 
of  private  hospitals.  The  community  is  in  dire 
need  of  a pediatrician,  a gynecologist,  an  aller- 
gist, a dermatologist,  a urologist,  a cardiologist, 
and  an  otolaryngologist.  The  plan  is  lease  with 
ownership  privileges. 

The  location  is  but  a mile  from  beautiful  Amer- 
ican River,  just  a few  miles  from  Folsom  Lake, 
and  less  than  two  hours  drive  from  San  Fran- 
cisco on  Lake  Tahoe  in  the  high  sierras.  It  is  an 
idea!  area  for  full  and  modern  living.  For  further 
details  write  to; 

L.  Neil  Loveridge,  D.D.S. 

8329  Fair  Oaks  Boulevard 

Carmichael,  California  95608 

Immediate  opening  for  unopposed  general  prac- 
titioner in  small  town,  northern  Arizona.  Of- 
fice equipment  and  house  available.  No  invest- 
ment required.  Excellent  potential  in  resort  area. 
New  30-bed  hospital  with  all  facilities.  Medical 
staff  includes  board  surgeon,  pathologist,  radiol- 
ogist. Group  practice  possible.  Contact  J.  Daven- 
port, Administrator,  White  Mountain  Communities 
Hospital,  Springerville.  Telephone:  333-4368 

Collect. 

Suites  available  in  well  established  medical  build- 
ing for  General  Practitioners,  Internists,  Derma- 
tologists, Allergists  and  Pediatricians.  Most  desir- 
able location  in  rapidly  expanding  Scottsdale.  If 
desired,  can  offer  part-time  associations  with  well 
established  doctors.  For  additional  information 
write:  Box  64-11,  ARIZONA  MEDICINE,  4601 
North  Scottsdale  Road,  Scottsdale,  Arizona  85251. 

Situation  Wanted:  Board  Certified  general  sur- 
geon desires  to  re-locate  in  Arizona.  Age  41 
years;  solo  private  practice  experience;  licensed 
in  Arizona.  Reply  Box  64-3,  Arizona  Medicine, 
4601  North  Scottsdale  Road,  Scottsdale,  Arizona 
85251. 

24-HOUR  AMBULANCE  SERVICE 


MOTOR  AMD  AIR 

A.  L.  MOORE  & SONS 

Mortuary  and  Ambulance  Service 
Adams  at  Fourth  Ave.,  Phoenix 

AL  2-341  1 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

FAMILY  DOGTOR 
Jack  E.  Groh,  M.D. 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  PRAGTICE 

Willard  F.  Worthen,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

GENERAL  SURGERY  - GANGER 
Herbert  N.  Munhall,  M.D. 

INTERNAL  MEDIGINE  & GARDIOLOGY 
Donald  L.  Corzine,  M.D. 

John  F.  Currin,  M.D. 

OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 
eye  physician  and  surgeon 

ORTHODONTIST 

James  G.  Toye,  D.D.S. 

ORTHOPEDIG  SURGERY 
Malcolm  F.  Dorfman,  M.D. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  G.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

THORAGIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

RADIOLOGY 

M.  Herbert  Nathan,  M.D. 

DENTISTRY 

Lumone  E.  Willmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 

For  Leasing  Information  Call 
946-9091  or  946-5344 
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. . .is  not  news.  What’s  news  is  that  we’ve  embarked  on  the  most  ambitious  film  program  for  pro- 
fessional medical  audiences  ever  launched  against  a single  disease.  A half-million  dollar  film  j 
project  is  underway— with  technical  advice  from  the  nation’s  leading  medical  authorities. 

Five  of  these  films  are  available  now— 

CANCER  IN  CHILDREN,  DIAGNOSIS  AND  MANAGEMENT  OF  CANCER  OF  THE  COLON  AND  RECTUM, 
ORAL  CANCER,  NURSING  MANAGEMENT  OF  THE  PATIENT  WITH  CANCER,  and  THE  DENTIST  AND 

CANCER.  The  balance  will  be  released  in  1967-1968.  i 

As  pioneers  in  the  usage  of  medical  films,  we  know  their  value  as  teaching  tools.  Our  Units  ' 
across  the  country  know,  too.  Films  are  a vital  part  of  their  professional  educational  programs.  | 
We  hope  you  will  contact  your  local  ACS  Unit  about  this  outstanding  new  series.  ! 
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